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EDITOR'S    PREFACE. 


Dr.  Denman's  Aphorisms  on  Obstetricy  have 
passed  through  eight  editions.  He  was  the  most 
eminent  Obstetrician  of  his  age,  and  is  justly  ac- 
knowledged as  such  wherever  medicine  is  culti- 
vated. There  never  was  a  physician  whose  prac- 
tical opinions  were  more  generally  adopted.  His 
works  are  of  standard  authority  and  reference. 

The  following  pages  were  the  result  of  his  ex- 
tensive experience  and  careful  observations.  The 
principles  and  practice  recommended  in  them, 
are  most  admirable  and  instructive.  The  justly 
celebrated  Author,  actuated  by  that  modesty  cha- 
racteristic of  great  minds,  offered  to  the  world, 
in  this  Work,  a  partial  and  imperfect  view  of  his 
practical  conclusions.  He  had  given  all  his  views 
in  his  Introduction  to  the  Practice  of  Midwifery. 

In  this  little  Work,  he  confined  his  observations 
to  "  The  Application  and  Use  of  the  Forceps  and 
Vectis,  to  preternatural  Labours,  and  Labours 
attended  with  Hemorrhage  and  Convulsions,  &c." 
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So  far  as  the  Aphorisms  extend,  there  could  be 
none  more  judicious  or  excellent.  They  are  not, 
however,  sufficiently  comprehensive,  nor  could 
they  contain  the  vast  improvements  made  in  the 
practice  of  Obstetricy,  which  have  been  discovered 
since  the  decease  of  the  Author. 

The  Editor  has  therefore  deemed  it  advisable 
to  make  the  necessaiy  additions,  and  to  arrange  the 
Work  according  to  the  present  state  of  Obstetricy. 
He  has  considered  it  essential  to  prefix  the  ana- 
tomy of  the  pelvis,  and  the  mechanism  of  natural 
parturition,  without  a  knowledge  of  which,  no 
one  can  perfectly  understand  the  precepts  of  the 
Author. 

He  has  given  a  minute  description  of  the  duties 
of  the  Obstetrician,  male  or  female,  and  of  the  as- 
sistance which  ought  to  be  afforded  during  natural 
and  difficult  parturition.  He  has  fully  described 
the  use  of  the  ergot  of  rye,  which  possesses  the 
power  of  expediting  labour,  and  which  was  not 
employed  in  the  time  of  Dr.  Denman.  He  has 
also  explained  the  methods  of  managing  the  nume- 
rous cases  in  which  parturition  is  retarded,  but  of 
which  the  Author  had  only  given  the  heads.  He  has 
likewise  appended  copious  Notes  to  the  text,  where 
these  were  required.  He  has  explained  more  mi- 
nutely than  the  celebrated  Author,  the  methods  of 
applying  and  using  instruments,  and  the  numerous 
cases  in  which  they  are  required.  He  has  further 
described  the  manner  of  performing  all  obstetric 
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operations,  as  craniotomy,  symphyseotomy,  gas- 
trotomy,  gastro-hysterotomy,  transfusion,  &c., 
which  were  omitted  by  the  Author.  He  has,  on 
some  occasions,  differed  from  the  text,  as  on  spon- 
taneous evolution,  which  aJl  modem  Obstetricians 
consider  as  the  only  objectionable  and  untenable 
part  of  Dr.  Denman's  valuable  productions. 

In  fine,  the  Editor  thought  it  his  duty  to  add 
every  precept  and  practice  which  are  now  uni- 
versally adopted,  and  to  render  the  Work,  which 
he  was  requested  to  revise,  as  complete  as  the 
present  state  of  science   admits.      Whether  he 
has  succeeded  in  executing  the  task  he  has  under- 
taken, remains   to  be   determined   by  his  pro- 
fessional brethren.    The  Publisher  has  gone  to 
considerable  expense  in  illustrating  the  Work  with 
beautifully  executed  copper  plates,  and  offers  it 
to  the  medical  public  on  the  most  moderate  terms. 
This   little  volume   has  been  designated  the 
"  Obstetrician's  Vademecum  "  by  the  Editor,  and 
contains  all  the   practical  precepts  in  modem 
Obstetricy.     Every  medical  practitioner  who  en- 
gages in  this  branch  of  medicine,  will  find  it  a 
valuable  companion  at  the  bed-side ;  but  it  by  no 
means  supersedes  elementary  or  systematic  works 
on  the  same  subject.     It  describes,  as  .concisely 
as  possible,  every  case,  and  its  treatment ;  but  it 
does  not  contain  the  reasonings  and  facts  which 
have  led  to  practical  conclusions.     These  must  be 
sought  for  in  the  larger  and  more  extensive  works. 
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It  is  scarcely  necessary  to  observe,  that  it  is  im- 
possible to  include  the  matter  of  a  large  octavo 
volume  in  235  pages  duodecimo,  nor  did  the 
Editor  attempt  it.  His  object  was  to  add  to  the 
original  Work,  and  render  it  what  it  was  intended 
to  be,  and  really  is,  a  pocket  companion  for  the 
lying-in  room,  and  not  a  treatise  of  reference. 
In  further  proof  of  this  statement,  the  reader  may 
be  reminded,  that  Dr.  Denman  did  not  intend  to 
supersede  his  large  Work  by  the  publication  of  the 
present  little  volume;  as  the  works  are  totally 
different,  and  do  not  in  the  slightest  degree  in- 
terfere with  each  other.  The  one  is  a  Vademecum, 
the  other  intended  for  the  study,  and  for  deliberate 
reference.  In  fine,  it  is  right  to  observ  e,  that  all 
the  editorial  additions  are  included  in  brackets, 
and  the  initials  of  the  Editor  added  both  in  the 
text  and  notes. 

M.  RYAN. 

Great  Queen  Street, 

St.  James's  Park,  Westminster, 

November,  1835. 
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OBSTETRICIAN'S    VADEMECUM. 


ANATOMY  OF  THE  PELVIS. 

[The  pelvis  is  that  portion  of  the  skeleton  situated 
at  the  inferior  pairt  of  the  trunk,  between  the 
spine  which  it  supports,  and  the  thigh  bones 
which  support  it,  and  are  articulated  to  it  at  the 
acetabula  or  sockets,  by  cartilages  and  ligaments. 
(See  Plate  I.) 

The  adult  pelvis  is  formed  by  four  bones,  the 
OS  innominatmn  on  each  side,  consisting  of  the 
ilium,  ischium,  and  pubes ;  the  sacrum  and  os 
coccygis  posteriorly.     (See  Plate  I.) 

a.  The  os  innominatum,  including  the  ilium 
D  D,  the  ischium  E  E,  and  the  pubes  F,  forms  the 
hips,  the  bones  on  which  we  sit,  and  the  bony 
arch  in  front  of  the  abdomen  called  the  arch  of 
the  pubes. 

Each  OS  innominatum  is  united  anteriorly  or 
in  front,  F,  iorcamg  ihe  puhic  joints  and  an  arch 
called  the  arch  of  the  pubes,  and  posteriorly  to 
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the  upper  part  of  the  sacrum,  and  the  union  is 
termed  the  sacro-iliac  Joint,  J  J. 

h.  The  sacrum  is  a  triangular  bone,  B,  with 
its  base  supporting  the  spine,  the  union  termed 
the  sacro -vertebral,  and  the  prominence  formed  by 
it,  the  promontory  of  the  sacrum.  This  bone  is 
united  to  a  small  pyramidal  one  called  the  os 
coccygis,  and  the  imion  is  termed  sacro-coccygeal 
joint,  C.  The  sacrum  is  concave  internally,  and 
its  depression  is  named,  in  obstetric  language,  the 
concavity  or  hollow  of  the  sacrum. 

c.  The  OS  coccygis  is  loosely  united  to  the 
saciTim,  C,  so  as  to  allow  a  considerable  regres- 
sive or  backward  motion  of  this  bone  during  the 
pressure  of  the  infant's  head,  and  thus  to  enlarge 
the  outlet  of  the  pelvis.  This  joint  is  sometimes 
anchylosed  or  firmly  united  by  bone  in  some  wo- 
men, especially  in  those  advanced  in  life,  and 
yields  only  with  pain  and  difficulty. 

Divisions  of  the  pelvis. — All  that  portion 
above  the  ellipsis  or  cordiform  space  marked 
1 1 1 1,  in  Plate  I.,  is  designated  the  abdominal 
ox  false  pelvis ;  all  below  it,  the  true  pelvis. 

The  true  pelvis  is  subdivided  into  the  brim  or 
superior  strait,  1 1 1 1,  the  cavity,  and  inferior 
strait  or  opening,  B  C  H  H  E  F,  or  outlet. 

The  difierent  parts  of  the  internal  surface  of  the 
pelvis  are  measured  to  ascertain  their  length,  and 
the  lines  are  termed  diameters  of  tlte  pelvis. 

The  hrini  or  superior  strait  of  the  pelvis  is 
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cordiform  or  heart-shaped ;  and  the  outlet  is  an 
irregular  oval  aperture. 

Diamelers  of  the  brim. — A  line  drawn  from 
either  sacro-iliac  joint  or  symphisis  to  the  oppo- 
site acetabulum  (cotyloid  cavity)  or  socket  for 
the  head  of  the  thigh  bone,  measures  on  a  well 
formed  adult  woman,  from  five  inches  and  a 
quarter,  to  five  inches  and  a  half,  and  as  this  is 
the  longest  admeasurement  of  the  brim  of  the 
pelvis,  it  is  called  the  long  or  oblique  diameter  of 
the  brim.  There  are  two  oblique  or  long  dia- 
meters, one  on  each  side. 

A  Une  drawn  from  1 1  on  Plate  I.,  measures 
from  five  inches  to  five  and  a  quarter,  and  as  it 
passes  from  one  os  ilium  to  the  other  across  the 
brim,  it  is  called  transverse  diameter  or  bis-iliac 
diameter. 

A  line  drawn  from  the  upper  part  of  the  pubic 
joint,  F,  to  the  first  joint  of  the  sacrum,  measures 
from  four  inches  three  quarters  to  five  inches,  and 
is  termed  the  short,  conjugate,  or  sacro-puhic  dia- 
meter. 

Diameters  of  the  cavity  of  the  pelvis. — All  the 
space  from  the  brim  to  the  outlet  is  called  the 
cavity  of  the  pelvis.  The  depth  of  the  circumfer- 
ence of  this  space,  is  about  two  inches  at  the 
pubic  joint,  F,  and  between  five  and  six  inches 
from  the  upper  part  of  the  sacrum  to  the  point  of 
the  coccyx  or  os  coccygis. 

Diameters  of  the  outlet  of  the  pelvis. — The  dia- 

b2 


4  ANATOMY   OF   THE    PELVIS. 

meters  of  the  outlet  are  four  inches  from  one  tu- 
berosity or  prominence  of  the  ischium  to  the 
other,  E  E,  and  four  inches  from  the  inferior  edge 
of  the  pubic  joint,  F,  to  the  point  of  the  coccyx, 
C  ;  but  as  the  last  mentioned  bone  yields  to  the 
pressure  of  the  infant's  head  during  labour,  and 
recedes  about  an  inch,  the  extent  from  pubes  to 
coccyx  is  estimated  at  five  inches,  and  this  is 
called  the  long  diameter  or  coccy-puhic  diameter 
of  the  outlet.  The  former  is  termed  the  short  or 
his-ischiatic  diameter  of  the  outlet.  It  is  to  be 
recollected  that  these  diameters  may,  in  different 
sized  women,  be  much  smaller  or  larger,  but  when 
of  the  extent  now  stated,  are  sufficiently  ample  to 
admit  of  natural  parturition  or  labour. 

These  admeasurements  are  made  on  the  pelvis  of 
the  adult  female  skeleton  divested  of  soft  parts,  which 
diminish  them  considerably.  They  are,  however, 
sufficiently  capacious  in  the  living  subject  to  ad- 
mit the  passage  of  the  infant's  head,  the  usual 
dimensions  of  which  are  about  three  inches  and  a 
half  from  ear  to  ear,  and  four  and  a  half  or  five 
from  the  fore  to  the  hind  head,  or  in  the  occipito- 
frontal diameter. 

On  examining  the  adult  female  pelvis  as  part  of  the 
skeleton,  it  will  be  found  to  have  an  oblique  bear- 
ing to  the  trunk  ;  the  brim  being  neither  horizontal 
nor  perpendicular,  but  placed  at  a  very  consider- 
able angle, — between  thirty-five  and  forty  degrees. 
In  consequence  of  this  position,  the  gravid  or  im- 
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pregnated  uterus,  after  it  has  risen  out  of  the  true 
pelvis,  is  thrown  forwards  against  the  abdominal 
muscles  or  front  of  the  abdomen,  and  is  supported 
by  the  brim  and  hip  bones,  which  are  widely  sepa- 
rated from  each  other  for  the  purpose.  It  is  very 
evident  from  this  disposition  of  parts,  from  the 
oblique  or  long  diameters  of  the  brim  being  in 
an  opposite  direction  to  the  coccy -pubic  or  long 
diameter  of  the  outlet  from  front  to  back,  that  the 
infant  cannot  fall  through  the  pelvis  suddenly, 
unless  this  bony  cavity  is  very  capacious. 

When  the  brim  of  the  pelvis  is  very  large  and 
capacious,  as  in  large  women,  the  womb  is  not 
sufficiently  supported  on  the  brim ;  it  falls  into 
the  cavity  of  the  pelvis,  presses  on  the  bladder 
and  rectum  or  lower  bowel,  irritates  these  organs, 
and  causes  them  to  expel  their  contents  more  fre- 
quently than  in  the  natural  condition. 

The  relative  position  of  the  pelvis  to  the  trunk, 
leads  to  other  important  information — the  axes  of 
the  pelvis. 

Axes  of  the  pelvis. — A  line  passed  from  the 
umbilicus  or  navel  to  the  sacro-coccygeal  joint, 
or  apex  of  the  coccyx, — that  is,  downwards  and 
backwards, — is  termed  the  axis  of  the  hrim  of  the 
pelvis. 

A  line  drawn  from  the  upper  part  of  the  sa- 
crum through  the  centre  of  the  vagina,  or  upper 
third  of  the  outlet,  is  called  the  axis  of  the  outlet. 

The  knowledge  of  the  axes  of  the  pelvis  is  of 
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vital  importance  in  practice,  as  it  directs  us  to 
adapt  that  line  of  motion  or  traction  to  that  part 
of  the  pelvis,  brim  or  outlet,  through  which  the 
infant  is  being  passed.  It  is  also  indispensably 
necessary  in  all  obstetric  operations. 

When  the  infant  is  above  the  outlet,  it  is 
pressed  downwards  and  backwards  ^  when  it  has 
arrived  at  the  outlet,  it  is  pressed  upwards  and 
forwards,  towards  the  pubes  or  abdomen  of  the 
mother. 

Traction  with  the  hand,  or  instruments,  is  made 
downwards  and  backwards,  when  the  infant  is 
above  the  brim  or  in  the  upper  part  of  the  ca- 
vity, and  upwards  and  forwards,  when  the  head 
or  breech  is  on  the  perineum,  or  passing  through 
the  outlet  and  genital  aperture. 

Admeasurements  of  the  infant's  headj  shoulders^ 
and  hreech. — The  parts  of  the  infant  concerned 
in  delivery  are,  the  head,  the  shoulders,  and  the 
breech. 

a.  The  head  of  an  infant  at  birth,  when  sepa- 
rated frc«n  the  body,  is  obstetrically  divided  into 
regions ;  the  vertex,  summit  or  crotvn ;  the  base 
of  the  skull ;  the  face;  and  temporal  regions. 

Vertex — summit  or  crown  of  the  head — is  cha- 
racterized by  certain  marks,  and  these  are,  the 
anterior  and  posterior  fontanelles,  or  openings  of 
the  head,  and  the  sagittal  suture,  or  separation 
between  the  bones,  which  nms  from  the  forehead 
to  the  back  of  the  head. 
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The  base  of  the  skull  presents  when  the  infant 
advances  by  the  feet  or  breech,  or  when  the  body 
■is  separated  from  the  head. 

Tlheface  possesses  signs  which  can  seldom  be 
mistaken. 

The  temporal  mgions  axe  discorfirable  by  the 
ears. 

The  HEAD  is  measured,  like  the  female  pelvis, 
with  a  view  to  compare  natural  with  preternatural 
labours. 

Obstetricians  hold  that  it  presents  five  (Hameters 
and  two  circumferences. 

Diameteirs.  a.  The  occipito-frontal^  from  the 
back  of  the  head  to  the  forehead ;  this  generally 
measures  five  inches,  and  is  called  the  occipito- 
frontal, or  long  diameter  of  the  head, 

b.  The  bis-parietal  J  ox  from  ovw  parietal  protu- 
berance to  the  other  across  the  crown  of  the  head 
(from  ear  to  ear),  which  measures  three  inches  and 
a  half;  and  is  also  termed  the  short  diameter  of 
the  craniumy  in  contradistinction  to  the  former. 

c.  The  occipito-mental,  or  oblique  diameter, 
proceeding  from  the  back  of  the  head  to  the  chin, 
and  measuiing  four  inches  and  a  quarter.  This 
will  be  the  presenting  part  of  the  head  when  the 
infant  comes  into  the  world  by  the  feet  or  breech. 

4.  The  fourth  diameter  of  the  infant's  head  is 
from  the  vertex  or  crown  to  the  base  of  the  cra- 
niimi,  and  measures  about  three  inches  and  a 
half. 
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e.  The  fifth  diameter  of  the  head  is  from  one  mas- 
toid process  or  protuberance  behind  the  ear  to  the 
other,  and  measures  about  two  inches  and  a  half. 

The  longest  admeasurement  of  the  head  supe- 
riorly is  from  before  backwards  (the  long  diame- 
ter), and  the  shorter  from  ear  to  ear  (the  short  dia- 
meter). 

As  the  head  is  composed  of  several  bones,  se- 
parated by  sutures,  it  may  be  considerably  com- 
pressed, as  the  bones  may,  and  generally  do,  lap 
over  each  other  during  labour,  unless  when  per- 
fectly ossified,  as  in  the  adult,  a  rare  occurrence ; 
and  thus  the  diameters  may  be  less  than  men- 
tioned. 

It  is  also  to  be  borne  in  mind  that  the  head 
may  be  astonishingly  enlarged  by  hydrocephalus, 
and,  consequently,  the  diameters  of  greater  ex- 
tent than  are  usually  observed. 

The  head  of  male  infants  is  supposed  by  some 
to  be  about  one  thirty-second  part  larger  than 
that  of  females ;  and  hence  the  greater  mortality 
of  the  former  during  tedious  or  difiicult  labours. 

/.  The  two  circumferences  of  the  head  are: — 1. 
The  perpendicular  division  of  the  head  into  two 
hemispheres :  the  extent  about  fourteen  or  fifteen 
inches.  2.  The  perpendicular  into  two  halves, 
anterior  and  posterior:  the  extent  of  this  circum- 
ference being  from  ten  to  eleven  inches. 

Movements  of  the  head  upon  the  trunk. — The 
head  of  the  foetus  may  be  flexed  or  bent  upon  the 
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chest,  turned  upon  the  back,  or  inclined,  on 
either  shoulder.  It  may  also  describe  a  fourth 
part  of  rotation. 

The  shoulders  of  the  infant. — The  shoul- 
ders of  the  foetus,  considered  relatively  to  partu- 
rition or  delivery,  are  only  to  be  considered  as 
regards  their  size.  They  measure  from  four  to 
five  inches  in  breadth,  but  may  be  reduced  consi- 
derably, perhaps  an  inch  or  more,  by  compression . 

The  breech  of  the  fcetus. — This  part  is  also 
to  be  considered  as  it  regards  parturition.  It  is 
composed  of  fourteen  bones  in  the  fcetus,  sepa- 
rated by  cartilages,  and  capable,  like  the  head, 
of  considerable  compression,  which  facilitates  la- 
bour. The  extent  from  one  hip  to  the  other  is 
about  five  inches. 

Conclusions.— rThe  longest  diameters  of  the 
fcetus  are  adapted  during  natural  parturition  to 
the  longest  of  the  mother.  The  longest  diameters 
of  the  brim  of  the  female  pelvis  are  the  oblique, 
whilst  that  of  the  inferior  strait  or  outlet  is 
from  before  backwards,  the  antero-posterior  or 
coccy-pubic ;  and  it  follows  that  the  largest  parts 
of  the  infant  must  be  placed  obhquely  at  the 
brim  or  superior  strait  of  the  pelvis,  and  must 
undergo  a  movement  of  rotation  to  place  them- 
selves properly  at  the  inferior  strait. 

The  depth  of  the  pelvis  posterior^  being  from 
five  to  six  inches,  and  anteriorly  from  an  inch  and 
a  half  to  two  inches,  explains  why  the  occiput, 

B  3 
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or  presenting  pai't  of  the  head,  escapes  first  during 
labour.  Thus  we  feel  the  occiput,  or  back  of  the 
head,  under  the  pubes,  while  the  forehead  is  on 
the  perineum,  and  the  face  in  the  concavity  or 
hollow  of  the  sacrum,  for  one  or  more  hours  be- 
fore the  head  is  bom. 

The  axes  of  the  pelvis  form  a  curved  line,  ex- 
tending from  the  cavity  of  the  pelvis  along  the 
coccyx  and  perineum  towards  the  pubes  and  mater- 
nal abdomen,  the  concavity  of  which  is  turned  to- 
wards the  pubes  and  the  convexity  towards  the 
sacrum ;  so  that  the  fcetus,  in  being  expelled,  fol- 
lows this  line  or  direction,  the  occiput,  or  back  of 
the  head,  escapes  on  the  pubes ;  and  the  obstetri- 
cian follows  it  in  every  operation.  I  have  fiilly 
illustrated  the  passage  of  the  infant's  head  through 
the  pelvis  in  Plate  II.  of  my  "  Manual  of  Ob- 
stetricy,"  3d  edition,  1831.    (See  also  Plate  IV.) 

MECHANISM  OF  NATURAL  PARTURITION,  OR 
LABOUR  BY  THE  HEAD. 

Natural  parturition,  according  to  British  au- 
thors, terminates  by  the  presentation  of  the  vertex 
or  crown  of  the  infant's  head,  the  pehas  of  the 
mother  being  of  the  natural  dimensions. 

Parturition  may  terminate  naturally  by  the  head, 
feet,  knees,  or  breech,  according  to  foreign  ob- 
stetric writers.  This  last  position  cannot  be 
doubted. 

Natural  parturition  hy  the  head.-^^aXxxraX  par- 
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turition  may  be  effected  by  four  positions  of  the 
head,  which  correspond  to  the  obHque  diameters 
of  the  maternal  pelvis,  and  the  adaptation  of  the 
long  diameter  of  the  infant's  head. 

First  position.  Principal  relations^ — The  occi- 
put is  turned  to  the  left  acetabulum  or  cotyloid 
cavity,  and  the  forehead  to  the  right  sacro-iliac 
joint,  symphysis,  or  synchondrosis.  The  poste- 
rior region  of  the  infant  is  in  front  and  to  the  left ; 
the  anterior  is  backward  and  to  the  right ;  and  the 
feet  are  at  the  fundus  or  upper  part  of  the  uterus. 

Mechanism. — Pressed  by  the  contractions  of 
the  uterus,  the  head  is  flexed  or  bent  upon  the 
chest,  and  its  occipito-mental  diameter  becomes 
parallel  to  the  brim  or  superior  strait  of  the  pelvis. 
Thus  the  vertex,  or  crown  of  the  head,  presents*. 
The  vertex  descends  with  one  ear  to  the  pubes 
and  the  other  to  the  sacrum,  it  gradually  sweeps 
over  the  concavity  or  hollow  of  the  sacrum ;  ar- 
rived at  the  inferior  strait,  the  face  is  to  one  side 
and  the  occiput  to  the  other.  (Plate  VI.)  It  now 
encounters  considerable  pressure  from  the  planes 
of  the  pelvis,  the  rami  of  the  ischia,  and  sacro- 
ischiatic  ligaments,  which  effect  on  it  a  rotatory 
motion,  by  which  the  face  is  turned  into  the  con- 
cavity or  hollow  of  the  sacrum,  and  the  occiput 
to  the  arch  of  the  pubis.     (Plate  VII.) 

The  long  diameter  of  the  infant's  head  is  in  the 

*  The  term  "  presents"  refers  to  that  part  of  the  infant  which 
descends  at  or  through  the  brim  of  the  pelvis  or  outlet. 
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long  diameter  of  the  outlet  of  the  maternal  pelvis, 
and  is  to  be  raised  towards  the  abdomen  (Plate  VII.), 
so  that  the  crown  of  the  head,  the  forehead,  and 
face  may  be  elevated  towards  the  pubes  and  gra- 
dually expelled.     (See  Plate  II.  of  my  "  Manual 
of  Obstetricy,"  1831,  and  also  Plate  IV.) 
^   When  the  face  is  in  the  concavity  of  the  sa- 
crum (Plate  VII.,  C  D  E),  the  head  is  advanced 
more  and  more,  by  the  contractions  of  the  uterus 
(labour  pains) ;  it  gradually  distends  the  perineum 
and  genital  fissure,  and  after  each  pain  ascends 
into  the  concavity  of  the  sacrum.     Each  pain  dis- 
tends the  perineum  and  external  genital  aperture 
(vulva,  pudenda),  and  after  a  longer  or  shorter  in- 
terval, the  resistance  of  the  external  genitals  is 
overcome,  and  the  head  escapes  externally.  At  this 
moment  the  occiput  turns  towards  the  pubes,  the 
face   advances  along  the    sacrum  and  perineum 
(Plate  VII.),  and  the  back  and  middle  of  the  head 
having  escaped  the  genital  aperture,  the  perineum 
(soft  parts)  expands  over  the  forehead  and  face, 
the  uterus  pressing  forcibly,  and  the  head  escapes 
towards  the   pubes  or  abdomen  of  the  mother. 
When  the  head  has  escaped,  the  occiput  is  turned 
towards  the  left  groin,  and  the  face  towards  the 
posterior  and  internal  surface  of  the  right  thigh. 
By  this  rotation  the  shoulders  are  turned  in  the 
oblique  diameter  of  the  brim  of  the  pelvis,  one  de- 
scends over  the  concavity  of  the  sacrum,  the  other 
is  turned  to  the  pubes,  and  when  they  arrive  at  the 


OR   LABOUR   BY   THE    HEAD.  13 

inferior  strait  or  outlet,  they  are  rotated  or  turned 
by  the  inclined  planes  in  the  same  manner  as  the 
head,  one  coming  towards  the  pubes  and  the  other 
towards  the  os  coccygis ;  that  is,  the  long  diameter 
of  the  infant's  body  coming  towards  the  long  dia- 
meter of  the  outlet  of  the  maternal  pelvis.  The 
right  shoulder  is  now  towards  the  arch  of  the 
pubes,  and  the  left  towards  the  sacrum.  At  this 
moment  the  head  changes  its  relations ;  the  face  is 
directly  turned  to  the  middle  and  internal  part  of 
the  right  thigh,  and  the  occiput  to  the  internal 
and  middle  part  of  the  left.  The  inferior  or  lower 
shoulder  receives  all  the  contractions  of  the  uterus, 
it  speedily  appears  at  the  genital  fissure,  while 
that  under  the  pubes  serves  as  a  point  of  support. 
As  soon  as  the  shoulders  are  expelled,  the  body 
generally  follows  with  rapidity  in  an  oblique  di- 
rection, to  the  genital  aperture,  not  from  pubes  to 
sacrum,  and  the  hips  of  the  infant  being  now 
adapted  with  mathematical  precision  to  the  long 
diameter  of  the  brim,  and  also  rotated,  like  the 
head  and  shoulders,  in  the  cavity  of  the  pelvis  by 
the  planes  of  the  ischia,  so  that  one  hip  escapes 
under  the  pubes,  the-  other  towards  the  sacrum ; 
the  longest  diameter  of  the  infant  being  here  also 
adapted  to  the  longest  of  the  maternal  bones  or 
pelvis. 

Thus  it  appears  that  the  human  offspring  comes 
into  the  world,  its  most  voluminous  parts  being 
adapted  to  the  widest  of  those  of  the  female  pa- 
rent.    It  is  most  essential  to  comprehend  clearly 
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the  mechanism  of  natural  parturition,  for  without 
knowing  it,  no  practitioner  can  act  with  safety  or 
satisfection  in  the  numerous  difficult  cases  that 
frequently  present  themselves,  every  one  of  which 
is  managed  in  strict  imitation  of  the  process  of 
natural  labour. 

Second  position.— The  relative  positions  of  the 
infant  and  pelvis  are  the  same  as  the  last,  but  at 
the  other  side  of  the  pelvis. 

Third  position.  Principal  relations.-— In  this 
position  the  occiput  instead  of  the  forehead 
corresponds  to  the  right  sacro-iliac  joint  or  sym- 
physis, and  the  forehead  to  the  left  acetabulum 
or  cotyloid  cavity.  The  posterior  region  of  the 
infant  is  directed  backwards  and  to  the  right,  the 
anterior  forwards  and  to  the  left. 

The  head  at  the  superior  strait  is  flexed  on  the 
chest,  and  the  occiput  descends  into  the  cavity  of 
the  pelvis.  Arrived  at  the  inferior  strait,  the  head 
encounters  the  inclined  planes,  which  impress 
upon  it  a  rotatory  motion,  the  occiput  glides  on 
the  right  lateral  and  posterior  inclined  plane,  so 
as  to  place  itself  in  the  curvature  of  the  sacrum, 
whilst  the  face  glides  on  the  anterior  and  left 
lateral  inclined  planes,  so  as  to  come  imder-the 
arch  of  the  pubes.  The  occiput  now  receives  all 
the  contractions  of  the  uterus,  it  passes  over  the 
sacrum,  coccyx,  and  perineum,  while  the  face 
ascends  in  the  pelvis,  and  is  depressed  on  the 
chest. 

As  soon  as  the  occiput  begins  to  appear  at  the 
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vulva  or  external  genital  aperture,  this  part  is 
dilated  after  every  pain,  and  the  occiput  re-ascends 
ii)to  the  cavity  of  the  sacrum.  Finally,  the  re- 
sistance of  the  external  genitals  is  overcome,  the 
occiput  or  back  of  the  head  passes  into  the  world 
along  the  inferior  axis  of  the  pelvis,  and  the  face 
escapes  from  under  the  arch  of  the  pubes. 

The  occiput  now  corresponds  to  the  posterior 
and  internal  part  of  the  right  thigh.,  and  the  face 
to  the  left  groin. 

The  shoulders  are  obliquely  engaged  at  the 
superior  strait,  and  pass  the  cavity  of  the  sacrum. 
Arrived  at  the  inferior  strait  or  outlet,  they  en- 
counter the  inclined  planes,  which  impress  on 
them  a  rotatory  motion. 

The  right  shoulder  is  turned  into  the  curvature 
of  the  sacrum,  the  left  shoulder  is  placed  under 
the  arch  of  the  pubes.  The  head  now  changes  its 
relations :  the  face  looks  to  the  middle  part  of  the 
left  thigh,  and  the  occiput  to  that  of  the  right 
thigh. 

The  lower  shoulder,  which  is  towards  the  saciiim, 
receives  all  the  contractions  of  the  womb,  whilst 
tliat  which  is  under  the  pubes  is  a  point  of  support. 

When  the  shoulders  are  expelled,  the  rest  of  the 
body  passes  without  any  difficulty,  the  hips  of  the 
infant  being  turned  to  the  pubes  and  sacrum  of 
the  mother,  or  the  long  diameter  of  the  infant 
being  to  that  of  the  outlet  of  the  mother.  This 
position  may  be  often  reduced  to  the  second. 
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Fourth  position.  Principal  relations.  —  The 
occiput  corresponds  to  the  left  sacro-ihac  sym- 
physis, the  face  to  the  right  acetabulum  or  coty- 
loid cavity.  The  posterior  region  of  the  foetus  is 
directed  backwards  and  to  the  left,  the  anterior 
region  forwards  and  to  the  right.  The  feet  are 
towards  the  fundus  or  upper  part  of  the  uterus. 

Mechanism. — The  mechanism  of  the  fourth 
position  is  the  same  as  the  third,  except  that  the 
rotation  and  progress  of  the  infant  are  in  an 
inverse  sense.  This  position  may  be  naturally 
converted  into  the  first. 

NATURAL    PARTURITION    BY    THE    ABDOMINAL 
EXTREMITY  OF  THE  FCETUS. 

PEDAL    PRESENTATIONS. 

Positions  of  the  feet. — The  feet  present  in  four 
principal  positions,  which  correspond  to  the 
oblique  diameters  of  the  brim  of  the  pelvis.  The 
foetus  is  placed  in  these  positions,  in  such  a 
manner  that  the  thighs  are  flexed  or  bent  on  the 
pelvis,  the  legs  on  the  thighs,  and  the  heels  are 
applied  to  the  breech. 

First  position .  Principal  relations.  — The  heels 
correspond  to  the  left  cotyloid  cavity,  (acetabulum,) 
the  toes  to  the  right  sacro-iliac  symphysis. 

The  posterior  region  of  the  foetus  is  directed 
forwards  and  to  the  left,  the  anterior  backwards 
and  to  the  right. 

Mechanism. — Pressed  by  the   contractions  of 
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the  uterus,  the  feet  descend  with  facility  into  the 
cavity  of  the  pelvis,  and  through  the  outlet.  The 
breech  encounters  the  inclined  planes,  is  rotated, 
and  the  left  hip  is  placed  under  the  pubes,  and  the 
right  in  the  concavity  of  the  sacrum. 

The  longest  diameter  of  the  infant's  pelvis, 
which  is  from  hip  to  hip,  as  already  stated, 
is  adapted  to  the  oblique  or  longest  diameter  of 
the  brim,  and  to  the  antero-posterior,  coccy -pubic 
or  long  diameter  of  the  outlet.  (This  adaptation 
does  not  occur  when  the  maternal  pelvis  is  very 
large,  as  in  this  case  the  breech  may  escape  or 
come  into  the  world  transversely,  each  hip  being 
turned  to  those  of  the  mother.) 

The  inferior  or  lower  hip  receives  all  the  con- 
tractions of  the  womb,  escapes  first,  whilst  that 
under  the  pubes  is  a  point  of  support.  The 
shoulders  are  engaged  obliquely  in  the  brim  or 
superior  strait,  at  the  same  time  that  the  arms  are 
placed  on  the  sides  of  the  head.  When  the 
shoulders  anive  at  the  inferior  strait,  the  inferior 
one,  which  is  towards  the  sacrum,  escapes  first ; 
the  body  of  the  infant  being  raised  towards  the 
abdomen  of  the  mother. 

The  head  is  now  engaged  obliquely  at  the 
superior  strait,  and  the  chin  is  flexed  on  the 
chest.  Arrived  at  the  inferior  strait,  it  undergoes 
rotation,  the  face  is  turned  into  the  hollow  or 
cavity  of  the  sacrum,  and  the  occiput  is  placed 
under  the  arch  of  the  pubes. 
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The  chin  courses  along  the  concavity  of  the 
sacrum,  coccyx  and  perineum,  and  presents  at 
the  vulva.  The  different  parts  of  the  face  traverse 
the  sacrum,  coccyx,  perineum,  and  escape  at  the 
inferior  commissure  or  angle  of  the  vulva,  the 
forehead,  crown  of  the  head,  and  occiput  follow 
on  the  same  parts,  and  the  back  of  the  head  is 
born  last  *. 

Second  position.  Principal  relations. — These 
are  in  exactly  an  inverse  sense  to  those  of  the 
fii'st  position,  just  described. 

Third  position.  Principal  relations. — The  heels 
correspond  to  the  right  sacro-iliac  symphysis  or 
joint;  the  toes  to  the  left  cotyloid  cavity.  The 
posterior  region  of  the  infant  is  directed  back- 
wards and  to  the  right,  the  anterior  forwards  and 
to  the  left.  The  head  is  at  the  fundus  of  the 
utenas. 

Mechanism. — The  mechanism  of  this  position 
scarcely  differs  from  the  first  position,  as  the  same 
diameters  of  the  foetus  are  found  to  correspond  to 
those  of  the  pelvis  of  the  mother. 

Thus  the  feet,  pressed  by  the  contractions  of 
the  uterus,  descend  without  difficulty  into  the 
cavity  and  outlet  of  the  pelvis.  The  breech  is 
rotated  by  the  inclined  planes,  and  has  one  hip 

*  During  th«  birth  of  the  head,  the  hody  of  the  infant  ought 
to  be  supported  on  the  left  arm,  the  fore-finger  of  the  left  hand 
placed  in  the  mouth  to  depress  the  chin  on  the  chest,  and  the 
back  of  the  infant  turned  on  the  abdomen  of  the  mother. 
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turned  towards  the  pubes  of  the  mother,  and  an- 
other to  the  perineum,  or  passes  transversely  through 
Ihe  outlet  when  the  maternal  pelvis  is  large  or  the 
foetus  small  or  premature. 

The  shoulders  are  engaged  obliquely  at  the 
hnm,  and  descend  into  the  outlet,  one  being  to 
the  pubes  of  the  mother,  the  other  to  the  peri- 
neum. The  head  is  engaged  obliquely  in  the 
brim  of  the  pelvis,  the  chin  is  flexed  on  the  chest, 
and  after  rotation,  the  occiput  is  turned  into  the 
curvature  of  the  sacrum,  whilst  the  face  is  placed 
under  the  pubes. 

The  occiput  traverses  the  sacrum,  coccyx,  and 
perineum,  whilst  the  face  ascends  into  the  pelvis ; 
the  neck  is  pressed  against  the  inferior  commissure 
or  angle  of  the  vulva,  and  is  pushed  downwards ; 
the  face  disengages  itself  under  the  pubes,  and  the 
occiput  is  bom  last. 

Fourth  position.  Principal  relations.  —  The 
feet  correspond  to  the  left  sacro-iliac  symphysis,  the 
toes  to  the  right  cotyloid  cavity.  The  posterior 
region  of  the  foetus  is  backwards  and  to  the  left, 
the  anterior  forwards  and  to  the  right.  The  head 
is  at  the  fundus  of  the  uterus. 

The  mechanism  is  the  same  as  in  the  third 
position,  but  in  an  inverse  sense. 

This  fourth  position  may  be  naturally  converted 
into  the  first. 

Positions  of  the  Knees.  Principal  rela" 
tions. — The   knees   may  present,   like  the   feet, 
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in   four  positions.    The  legs  are  flexed  on  the 
thighs,  and  these  are  extended  on  the  pelvis. 

First  position.  Principal  relations. — The  an- 
terior part  of  the  legs  corresponds  to  the  left 
cotyloid  cavity,  the  anterior  part  of  the  thighs  to 
the  right  sacro-iliac  symphysis.  The  posterior 
region  of  the  foetus  looks  forwards  and  to  the  left ; 
the  anterior  backwards  and  to  the  right. 

Second  position  is  the  reverse  of  this. 

Third  position.  Principal  relations. — The  an- 
terior part  of  the  legs  corresponds  to  the  right 
sacro-iliac  symphysis ;  and  the  anterior  part  of 
the  thighs  to  the  left  cotyloid  cavity.  The  pos- 
terior region  of  the  foetus  looks  backwards  and  to 
the  right,  the  anterior  forwards  and  to  the  left. 

The  fourth  position  is  the  reverse  of  this. 

The  mechanism  of  the  knee,  or  genual  presenta- 
tion, is  exactly  the  same  as  those  of  the  feet. 

Positions  of  the  breech  are  the  same  as  those  of 
the  feet  or  knees,  unless  that  the  breech  presents 
first. 

It  is  essential  to  remember,  that  the  hips  of  the 
infant  ought  to  be  turned  to  the  j)ubes  or  abdomen, 
and  sacrum  or  back  of  the  mother,  when  passing 
through  the  outlet,  as  already  stated  in  describing 
the  mechanism  of  presentations  of  the  feet.  It 
is  in  this  relative  position  that  nature  places  the 
hips  of  the  infant  in  natural  labour,  as  already 
stated. 

The  breech  may  present  with  the  abdomen  of 
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the  infant  to  the  back  of  the  mother,  (see  Plate 
XIV.j)  or  the  reverse,  the  abdomen  of  the  infant  to 
that  of  the  mother,  or  either  hip  of  the  infant  to 
the  sacro-iliac  joint  of  the  mother,  or  either  in- 
fantile hip  to  the  ilium  of  the  mother,  or  in  the 
transverse  diameter  of  the  brim  of  the  pelvis.  In 
all  these  cases  the  rule  is  to  turn  the  hip  of 
the  infant  to  either  sacro-iliac  joint  of  the  mother 
at  the  brim  of  the  pelvis,  and  to  the  pubes  and 
sacrum  at  the  outlet,  thus  adapting  the  long  dia- 
meter of  the  infantile  pelvis  to  that  of  the  maternal. 
Others  advise  that  the  abdomen  of  the  infant 
should  be  turned  to  the  back  of  the  mother,  or 
that  so  soon  as  the  body  is  expelled  in  the  oppo- 
site position,  the  abdomen  of  the  infant  ought  to 
be  turned  to  the  back  of  tRe  mother,  as  in  this 
position  the  arms  and  head  pass  more  readily. 

When  the  body  is  extracted  to  the  arms,  the 
abdomen  ought  to  be  turned  to  the  back  of  the 
mother,  and  the  arms  brought  down  as  hereafter 
described  in  the  section  on  version  or  turning. 
I  have  deemed  it  necessary  to  prefix  the  preceding 
account  of  natural  parturition,  according  to  which 
all  obstetric  operations,  except  the  Caesarean  sec- 
tion and  transfusion,  are  performed.  I  have  given 
the  latest  views  on  the  subject.     M.  11.] 
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ARRANGEMENT  OF  LABOURS. 


FOUK  CLASSES. 


I.  Natural. 
II.  Difficult. 

III.  Preternatural. 

IV.  Anomalous,  or  Complex. 

[Labours  may  be  divided  into  two  classes. 
EuTOCTA.-^Natural  Labour. 
DisTociA. — Preternatural  Labour.     M.R.] 


Class  I.    Eutocia. — Natural  Labour. 

Character.     Every  labour  in  which  the  process 

is   completed   within  twenty-four    hours,    the 

head  of  the  child  presenting,  and  no  adventitious 

assistance  being  required. 

[Parturition  is  a  function  which  consists  in  the 

expulsion  of  the  foetus  and  its  appendages  from 

the  womb  of  woman,  at  the  full  term  of  utero-gest- 

ation. 

Every  labour  which  terminates  spontaneously 
is  considered  natural  by  continental  authors,  and 
every  one  which  endangers  the  health  of  the 
woman  ^r  infant  is  difficult  or  preternatural. 

V 


5 
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Labour  is  natural  when  it  occurs  at  the  ninth 
month  of  pregnancy,  protracted  when  it  passes 
that  period,  and  precocious  or  premature  when 
it  happens  between  the  seventh  and  ninth  month.] 

Varieties. 

1..  The  face  inclined  towards  the  sacrum. 
Plate  VII. 

2.  The  face  inclined  towards  the  ossa  pubis. 

3.  The  head  presenting  with  one  or  both  arms. 

4.  The  face  presenting. 

That  part  of  a  child  which  descends  lowest  into 
the  pelvis,  is  to  be  esteemed  the  presenting  part. 

Circumstances  attending  Labours. 

1.  Anxiety. 

2.  Rigors. 

3.  Strangury. 

4.  Diarrhcea. 

5.  Mucous  discharge,  Avith  or  without  a  mixture 
of  blood. 

6.  Pain. 

Causes  of  pain. 

1.  Expulsatory  action  of  the  uterus* 

2.  Resistance  made  to  the  effect  of  that  action. 

Distinctions  of  pain. 

1.  True. 

2.  False. 
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Causes  and  signs  of  false  pain. 
Means  of  removing  them. 

Means  by  which  true  pains  are  supposed  to  be 
regulated,  and  their  effect  promoted. 

Note. — The  pains  attending  labour  are  sub- 
sequent to  the  action  of  the  uterus,  though  in 
common  language  the  word  pain  and  the  action 
of  the  uterus  are  used  synonymously. 

Progress  of  natural  labours. 

Three  periods  or  stages. 
1st  period ; — 
Dilatation  of  the  os  uteri. 
Rupture  of  the  membranes. 
Discharge  of  the  waters. 
2d  period  ;— 

Descent  of  the  infant. 
Dilatation  of  the  external  parts. 
Expulsion  of  the  infant. 
3d  period ; — 

Separation  of  the  placenta. 

Expulsion  or  extraction  of  the  placenta. 

Note. — It  very  often  happens  that  the  mem- 
branes do  not  break  till  the  head  of  the  child  is 
on  the  point  of  being  expelled.  This  is  the 
natural  and  most  desirable  progress  of  a  labour, 
and  it  is  a  negative  proof  that  the  labour  has  been 
w-ell  conducted;  that  is,  not  interrupted.  But 
dermption  given    above,  will    answer    the 


PUTOCIA. — NATURAI^   PARTURITION'.  25 

purpose  of  impressing   a  clear,  general  idea  of 
labours. 

The  two  circumstances  which  principally  require 
attention  in  natural  labours  are,  to  guard  the 
perineum  and  to  extract  the  placenta  with  dis- 
cretion. 

[EUTOCIA— NATURAL  PARTURITION. 

DUTIES  OF  THE  OBSTETRICIAN  IN  THE  FIRST 
STAGE  OF  PARTURITION; 

OR  DILATATION  OF  THE  OS  UTERI,  RUPTURE  OF  THE 

MEMBRANES,  AND  DISCHARGE  OF  THE  LIQUOR 

AMNII,  OR  WATERS. 

Every  obstetrician  should  attend  as  speedily  as 
possible,  when  summoned  to  a  parturient  woman, 
for  though  he  may  often  arrive  prematurely,  and 
have  to  retire,  yet  delay  is  seldom  unattended 
with  danger,  as  the  labour  may  proceed  rapidly, 
there  may  be  some  preternatural  presentation,  flood- 
ing; convulsions,  or  other  complications  which  re- 
quire prompt  and  efficient  treatment. 

He  should  have  in  his  pocket-case  some  mor- 
phia or  sedative  solution  of  opium,  a  female  ca- 
theter, a  tracheal  tube,  some  ergot  of  rye,  and  a 
lancet. 

He  should  be  distinguished  for  suavity  of  man- 
ners, pohteness,  humanity,  sympathy,  and  pa- 
tience. 

On  his  arrival  at  the  patient's  residence,  he 
should  ascertain  all  delicate  enquiries  fi:'°in  the 

c 
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nurse  or  female  attendant,  before  he  sees  his  pa- 
tient. He  is  to  learn  the  history  of  the  case, 
the  age  of  the  patient,  whether  she  has  arrived 
at  the  end  of  pregnancy,  is  she  about  to  be  con- 
fined of  her  first  or  other  infant  ?  the  state  of  her 
bowels  and  bladder,  the  kind  of  pains  she  has, 
and  if  already  a  mother  the  description  of  labour 
she  has  had. 

If  all  his  questions  be  answered  in  the  affirma- 
tive, he  may  in  general  conclude  that  parturition 
approaches,  and  that  the  sooner  he  can  see  his 
patient  the  better.  The  nurse  or  some  other  fe- 
male announces  his  arrival,  and  after  some  time 
obtains  the  desu'ed  interview.  On  entering  the 
lying-in  apartment,  he  should  approach  the  pa- 
tient with  mildness  and  humanity,  and  assiure  her 
that  from  all  he  has  heard  from  the  nurse  he  has 
■  eveiy  reason  to  believe  her  condition  favourable, 
and  that  she  is  likely  to  do  well.  He  next  takes 
a  seat  near  the  bed,  observes  the  abdomen,  and 
enters  into  conversation  with  the  patient  and 
nurse. 

After  a  pain  or  two,  the  obstetrician  should 
place  his  hand  jDver  the  bed  or  body-clothes  on  the 
abdomen,  so  as  to  ascertain  if  it  be  prominent,  as 
in  the  last  stage  of  pregnancy. 

It  has  often  happened  that  women  were  sup- 
posed to  be  in  labour  who  were  not  pregnant.  I 
have  been  called  to  several  such  cases.  When 
we  ap^^.y  moderate  pressure  or  percussion  on  the 
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abdomen  we  may  readily  detect  pregnancy,  dropsy, 
tympanites,  or  some  tumour. 

This  examination  is  not,  however,  to  be  de- 
pended on,  and  an  internal  one  is  indispensably 
necessary. 

Delicate  and  sensitive  women  revolt  at  the 
idea  of  this  second  examination,  which  is  made 
through  the  vagina,  and  is  popularly  termed  "  tak- 
ing a  pain,"  and  by  the  French,  "  the  touch." 
The  proposal  ought  to  be  made  by  the  nurse, 
its  importance  dwelt  on,  by  its  enabling  the  prac- 
titioner to  conclude  if  the  woman  be  in  labour,  if 
the  labour  be  natural  or  preternatural,  if  she  be 
likely  to  do  well. 

The  earlier  the  vaginal  examination  is  made 
the  better,  as  it  is  desirable  to  ascertain  whether 
the  woman  be  in  labour,  the  case  natural  or  pre- 
ternatural. 

When  the  consent  of  the  patient  is  obtained,  it 
is  necessary  to  place  her  on  the  left  side,  though 
the  right  side  or  on  the  back  would  be  equally  ap- 
propriate *. 

Vaginal  Examination. — The  obstetric  position 
preferred  in  this  country  is  on  the  left  side,  on  a 
couch  or  bed,  the  knees  bent  and  raised  towards 
the  abdomen,  and  the  bosom  bent  tr.wajds  the 
knees.     The  woman  lies  with  her  '..     s  as  near 

"  This  direction  is  invariably  acted  on  in  other  European  na- 
tions, and  there  is  no  scientific  or  valid  reason  that  one  side  is 
preferable  to  the  other. 

c  2 


M  EDTOCIA. — NATURAL   PARTURITION. 

the  edge  of  the  couch  or  bed  as  possible,  is  in 
her  night  dress,  and  is  further  covered  with  a 
counterpane.  The  nurse  or  some  other  woman 
should  be  in  the  apartment,  the  curtains  closed, 
and  the  light  in  a  great  measure  excluded.  The 
obstetrician  sits  on  a  chair  near  the  hips  of  the 
patient.  He  covers  his  knees  with  a  napkin  or 
towel,  turns  up  the  sleeves  of  his  coat,  and  de- 
sires the  nurse  to  pin  a  napkin  round  each  arm. 
The  practitioner  now  lubricates  the  index  and 
middle  finger  of  the  right  or  left  hand  with  po- 
matum, lard,  olive  oil,  or  fresh  butter,  which  the 
nurse  has  prepared,  the  nails  of  these  fingers  be- 
ing previously  pared  very  closely. 

As  soon  as  the  next  pain  commences,  he  passes 
either  hand  between  the  knees,  along  the  thighs 
to  the  genital  fissure,  he  separates  the  labia  pu- 
dendi,  introduces  the  two  fingers  into  the  vagina, 
and  directs  them  downwards  and  backwards  to- 
wards the  sacrum,  within  an  inch  of  which  will 
be  found  the  orifice  of  the  womb  or  os  uteri. 
When  this  orifice  is  pushed  down  during  a  pain 
or  uterine  contraction,  and  is  so  dilated  as  to  ad- 
mit the  tip  of  one  finger,  it  may  be  considered  as 
dilating,^van;^>  after  the  pain  has  ceased,  will  vary 
fifom  thc'"^^,  •  of  a  sixpence  to  that  of  a  shilling. 
The  fing'ofti  .ould  now  be  passed  round  the 
lower  pUrt  of  the  uterus,  so  as  to  ascertain  the 
presenting  part;  next  over  the  interior  of  the 
bones  of  the  pelvis,  to  discover  whether  they  af- 
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ford  sufficient  space  in  the  cavity  and  at  the  out- 
let for  the  birth  of  an  infant ;  and  lastly,  the  ob- 
stetrician will  learn  whether  there  is  any  solid 
tumour  in  the  vagina,  and  whether  that  canal 
be  dry,  moist,  or  lubricated.  All  these  points 
having  been  satisfactorily  ascertained,  the  fingers 
are  withdrawn  and  wiped,  under  the  bed-clothes, 
with  a  napkin  intended  for  the  purpose. 

This  examination  enables  us  to  determine  is 
the  woman  in  labour  ?  is  the  labour  natural  ?  are 
the  cavity  and  outlet  of  the  pelvis  sufficiently  ca- 
pacious^ for  the  passage  of  the  infant,  or  dimi- 
nished by  tumours  of  any  kind  ?  and  lastly,  is  the 
orifice  of  the  womb  smooth,  flaccid,  or  thin,  or  is 
it  rough  and  thick  like  a  piece  of  muscle  ? 

The  presentation,  or  presenting  part  of  the  in- 
fant may  often  be  detected,  though  with  uncer- 
tainty in  some  cases.  The  head  may  be  distin- 
guished by  its  roundness,  its  bulk,  and  its  su- 
tures ;  the  breech  by  its  bulk,  the  cleft  between 
the  thighs,  the  organs  of  generation,  and  often  by 
the  discharge  of  the  meconium ;  the  hand  by  the 
thumb  and  length  of  the  fingers ;  and  the  foot  by 
the  heel  and  shortness  of  the  toes. 

Nevertheless  it  requires  great  practice  and  tact 
to  discover  the  presentation  in  the  first  stage  of 
labour,  that  is  before  the  orifice  of  the  womb  is 
fully  dilated,  and  the  liquor  amnii  ot  fluid  that 
surrounds  the  infant  discharged. 

The  introduction  of  the  fingers  is  to  be  effected 


80  EUTOCIA. — NATURAL   PARTUEITION. 

as  speedily  and  gently  as  possible,  and  with  the 
greatest  delicacy  and  modesty  *. 

The  examination  ought  not  to  prodnce  the  slight- 
est pain,  and  removes  the  dread  which  many 
wopien  entertain  regarding  it,  and  also  of  the  ob- 
stetrician. 

It  is  false  delicacy  and  a  proof  of  want  of  moral 
duty  and  good  sense  on  the  part  of  the  patient 
to  oppose  it,  because  it  will  save  her  a  vast 
deal  of  useless  suflfering  and  fatigue ;  and  if 
ihe  labour  be  preternatural  it  can  be  rectified 
more  readily  than  if  the  examination  were  de- 
ferred until  after  the  escape  of  the  waters,  or 
until  after  the  patient  has  suffered  severely  for 
hours  or  days, 

Infarmatimi  for  tJie  patient  and  Iter  frieftd», — 
As  soon  as  the  examination  is  finished,  the  ob- 
stetrician is  expected  to  give  his  opinion  as  to 
the  prospect  of  an  easy  or  difficult  labour. 

If  the  labour  is  natural,  the  pelvis  well  formed, 
the  soft  parts  relaxed,  dilatable,  and  lubricated,  and 
the  vertex  or  crown  of  the  head  presenting,  the 
orifice  of  the  womb  rough  and  thick,  and  the 
pains  propulsive^ — the  patient  may  be  assured  of 

her  safety,  th,>v.  the  appearances  are  most  favour- 
a 
•  Every  thing  ought  to  be  done  under  the  bed-clothes,  for  it 
is  the  finger  and  not  the  eye  which  ought  to  direct  us  in  ascer- 
taiaing  the  state  of  the  parts.  Degorges,  one  of  the  best  obste- 
tricians of  his  time,  was  blind.  In  this  country  the  apartment 
is  nearly  and  often  entirely  darkened  during  the  day,  and  but 
a  partial  light  allowed  on  the  bed  at  night. 
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able,  and  that  in  all  probability,  or  with  positive 
certainty,  the  labour  will  be  finished  with  perfect 
safety  both  to  mother  and  infant.  A  confident 
assurance  of  safety,  and  that  no  operation  is  re- 
quired, has  the  most  beneficial  eifect  in  quieting 
the  patient's  mind,  and  in  facilitating  her  de- 
livery. 

If,  on  the  contrary,  there  are  symptoms  of  a 
laborious  parturition,  we  cheer  the  patient,  and 
impress  upon  her  the  propriety  of  hoping  the  best. 

There  is  one  question,  "how  long  will  it  be 
before  the  patient  is  delivered  ?  " — which  can 
never  be  answered  with  precision.  We  may 
reply,  *'  you  are  going  on  very  favourably,  and 
only  require  time  and  patience  to  be  well." 

It  is  imprudent  to  declare  a  labour  will  be  over 
at  a  certain  hour,  indeed  the  most  experienced 
cannot  determine  the  time,  and  if  the  promised 
hour  arrives,  and  there  is  no  sign  of  delivery,  the 
patient  becomes  dejected,  supposes  there  is  some- 
thing wrong,  and  loses  confidence  in  the  judgment 
of  the  obstetrician.  It  is  easy  to  conclude  that  a 
labour  will  not  be  over  for  a  certain  number  of 
hours,  but  impossible  to  fix  upon  the  exact  mo- 
ment of  its  occurrence. 

If  the  bowels  are  confined,  a  dose  of  castor-oil 
or  a  clyster  should  be  administered. 

After  the  examination,  the  patient  may  rise 
fi-om  bed  and  walk  about  her  apartment. 
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The  obstetrician  now  directs  his  attention  to 
the  state  of  the  chamber,  adjustment  of  the  bed, 
and  to  minor  particulars,  as  the  procuring  of 
scissars,  thread,  pomatum  or  lard,  and  a  flannel 
receiver  for  the  infant. 

State  of  the  chamber. — The  apartment  should 
be  properly  ventilated,  and  never  crowded  by  se- 
veral acquaintances ;  one  or  two  women  with 
the  nurse  are  sufficient,  to  whom  the  patient  may 
communicate  her  anxieties  and  sorrows.  The 
relation  of  all  bad  and  frightful  stories  by  the 
practitioner  and  other  attendants  is  to  be  care- 
fully avoided,  as  it  distresses  the  mind,  retards 
labour,  and  invariably  does  mischief.  The  pa- 
tient becomes  alarmed  lest  her  case  be  equally 
untoward,  she  loses  confidence  in  her  own  powers, 
and  her  labour  either  lingers  or  entirely  ceases  for 
hours.  The  bed-clothes  ought  to  be  comfortable, 
and  the  chamber  kept  properly  cool. 

The  bed  is  diflerently  adjusted  in  the  different 
countries  and  ranks  of  life.  Among  the  better 
ranks,  the  woman  is  delivered  on  a  matrass,  the 
part  of  which  corresponding  to  the  hips  is  co- 
vered with  a  skin  of  basil  leather,  over  which  a 
folded  sheet  or  blanket  is  placed,  and  over  all  a 
sheet  is  pinned  to  keep  them  in  their  places. 
The  object  of  this  contrivance  is  to  absorb  the 
Kquor  amnii,  and  to  preserve  the  matrass  or  pal- 
liasse from  moisture  after  delivery.     These  are 
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taken  away,  and  a  dry  sheet  passed  under  the 
patient  in  their  stead,  a  few  minutes  after  parturi- 
tion is  completed. 

In  London  it  is  a  common  practice  among  the 
middle  and  lower  classes,  for  the  nurse  to  turn 
the  lower  half  of  the  bed  upon  the  upper,  she 
then  places  a  skin  of  leather  and  a  folded  blanket 
and  sheet  under  the  hips  of  the  woman  on  the 
palliasse  or  bed-sacking,  throws  a  counterpane  or 
coverlet  over  the  woman,  and  places  her  feet 
against  the  bed-post  or  foot-board  *. 

The  position  of  the  patient  must  be  attended 
to  ;  her  legs  are  bent  and  placed  against  the  bed- 
post, her  chest  inclined  towards  her  knees,  and 
to  secure  this  position  a  long  towel  or  shawl  is  to 
be  passed  round  the  bed-post,  (against  which  the 
feet  are  placed,)  so  that  the  patient  may  pull  by 
this  during  each  pain  and  not  seize  the  obste- 
trician and  prevent  him  from  assisting  her,  while 
she  should  also  force  or  bear  downwards  and  back- 
wards. She  ought  to  wear  her  night  dress,  the 
chemise  being  folded  above  the  hips,  and  its 
place  supplied  by  a  loose  flannel  petticoat.  Every 
country,  every  province,  and  every  family,  have  a 
peculiar  dress.  The  obstetrician  need  not  inter- 
fere unless  he  obser\^es  the  dress  too  tight,  and 

*  In  Germany  and  Switzerland  there  are  still  chairs  for  de- 
livery ;  but  these  are  not  used  at  present  in  any  other  country  in 
Europe. 

c  8 
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an  impediment  to  a  free  respiration  and  circula- 
tion, as  when  the  ordinary  apparel  is  worn  with 
tightly  laced  stays.  The  last  ought  to  be  loosened, 
and  in  general  entirely  removed. 

A  loose  dress  favours  the  free  use  of  respiration 
and  the  abdominal  muscles,  and  expedites  de- 
livery; while  a  tight  dress  with  stays  impedes 
the  breathing,  the  action  of  the  abdominal 
muscles,  and  retards  parturition. 

Lastly,  the  obstetrician  should  desire  the 
nurse  or  other  female  attendant  to  procure  some 
strong  gray  sewing  thread,  a  pair  of  sharp  scis- 
sars,  some  pomatum,  lard,  sweet  oil,  or  fresh 
butter,  all  of  which  are  to  be  placed  on  a  table. 
He  then  takes  three  or  four  threads,  knots  them 
at  both  ends,  divides  them  in  the  middle,  knots 
the  ends,  and  has  them  ready  to  tie  the  navel 
string  or  umbilical  cord  after  the  infant  has  re- 
spired or  breathed. 

The  mind  of  the  parturient  woman  ought  to  be 
kept  as  free  from  anxiety  as  the  nature  of  her 
situation  will  permit.  The  conversation  should 
be  cheerful,  and  free  from  idle  obsen^ations  on 
the  danger  of  those  in  similar  situations  to  her- 
self. 

The  first  stage  of  labour  may  continue  from 
one  to  twenty-four  hours  ;  and  as  the  obstetrician 
can  afford  no  assistance  uiitil  it  is  completed,  he 
may  leave  the  apartment  occasionally,  so  as  to 
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give  the  patient  an  opportunity  of  evacuating  the 
bowels  and  bladder;  and  when  the  first  stage  of 
labour  is  tedious,  he  may  visit  other  patients.  He 
can  do  nothing  until  the  womb  dilates  to  admit 
the  passage  of  the  infant. 

The  patient  may  walk  about,  or  recline  on  a 
sofa  or  bed  until  the  rupture  of  the  membranes 
and  escape  of  the  waters ;  and  then,  as  the  labour 
is  considerably  advanced,  and  the  infant's  head 
is  in  the  cavity  or  outlet  of  the  pelvis,  she  must 
be  confined  to  bed. 

She  may  have  light  farinaceous  aliment,  such 
as  gi'uel,  sago,  arrow-root,  tapioca,  broths,  &c.; 
but  no  wine  or  spirit,  unless  she  be  really  debili- 
tated, which  is  scarcely  ever  the  case  in  natural 
labours.  The  inferior  animals  do  well  without 
any  stimulant.  There  is  no  medicine  necessary 
during  the  first  stage  of  a  natural  labour,  unless 
some  castor-oil  to  open  the  bowels  if  required,  or 
an  aperient  clyster. 

When  the  pains  are  slight  and  teazing,  without 
making  any  expulsory  effort,  a  full  dose  of  mor- 
phia, opium,  or  sedative  solution  is  advisable ; 
and  also  when  there  are  "  false  pains,"  which  are 
distinguished  by  the  irregularity  of  their  situa- 
tion and  return  J  and  by  heart-burn,  borborygmi, 
or  diarrhoea.  These  are  relieved  by  a  proper 
dose  of  morphia  or  the  sedative  solution  of  opium 
by  the  mouth, — for  example,  from  a  quarter  of  a 
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grain  to  half  a  grain  of  the  first,  or  from  twenty 
to  thirty  drops  of  the  latter. 

The  object  in  administering  the  sedative  is  to 
allay  such  false  pains,  to  procure  rest  which  will 
strengthen  the  parturient  woman,  and  often  be 
followed  by  strong  natural  and  expulsatory  pains. 

During  the  first  stage  of  labour  the  obstetrician 
may  institute  two  or  three  vaginal  examinations, 
so  as  to  ascertain  the  progress  of  the  dilatation  of 
the  OS  uteri*. 

Frequent  examinations,  or  attempts  to  dilate 
the  vagina,  will  cause  heat,  pain,  irritation,  or  in- 
flammation, and  unfit  the  vaginal  canal  for  the 
office  of  parturition. 

During  the  first  stage  of  laboiu",  the  practitioner 
should  sit  by  and  watch  Nature ;  she  being  the 
best  obstetrician* 

The  obstetrician  can  neither  dilate  the  orifice 
of  the  womb,  nor  advance  the  progress  of  a  labour 
by  any  manual  operation;  and  let  him  always 
remember  the  axiom,  "  a  meddlesome  midwifery  is 
bad."  During  the  first  stage  of  labour,  the  pains 
come  on  at  regular  intervals  and  with  increased 
force,  the  mucus  of  the  vagina  is  increased,  and 
after  some  time  tinged  with  blood,  and  this  sign 

*  M.  Velpeau  contends  that  three  examinations  are  sufficient 
during  the  whole  process  of  parturition.  Some  women  expect 
to  be  examined  during  every  pain,  but  frequent  examinations 
will  irritate  the  vagina,  and  do  harm  instead  of  good. 
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is  called  the  "  shew"  by  nurses.  The  os  uteri 
dilates,  and  the  membranes  surrounding  the  foetus 
are  pushed  through  it  like  a  small  bag,  which  is 
filled  by  the  liquor  amnii,  and  assists  dilatation 
on  the  principle  of  a  wedge.  The  pains  increase 
in  violence,  the  abdominal  muscles  assist  the 
uterus,  producing  a  sense  of  great  bearing  down, 
the  bag  formed  by  the  membranes  bursts,  the 
liquor  amnii  is  discharged,  and  this  is  technically 
termed  by  midwives  "  the  breaking  of  the  waters." 
When  this  occurs,  the  first  stage  of  labour  is  com- 
pleted. The  head  of  the  infant  is  now  placed  iii 
immediate  contact  with  the  substance  of  the 
womb,  the  pains  increase  considerably,  and  foHo\^ 
each  other  with  greater  rapidity  than  before ;  the 
head  is  pressed  upon  the  perineum  or  soft  parts, 
and  is  soon  expelled  through  them  in  the  manner 
already  mentioned.  The  body  follows,  and  this 
completes  the  second  stage  of  labour.  The  infant 
is  next  separated  fi"om  the  mother. 

In  a  very  short  period  the  pains  return,  expel 
the  placenta  and  membranes,  and  thus  terminates 
the  third  stage  of  parturition. 

DUTIES  OF  THE  OBSTETRICIAN  IN  THE  SECOND 
STAGE  OF  PARTURITION ; 

OR  THE    PASSAGE    OF    THE    INFANT    THROUGH    THE 
PELVIS    INTO    THE   WORLD. 

As  soon  as  the  second  stage  of  labour  com- 
mences, that  is,  after  the  escape  of  the  waters,  the 
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woman  must  be  confined  to  bed,  as  the  womb  is 
now  dilated  and  the  infant  may  be  bom  suddenly. 
British  writers  advise  her  to  be  placed  on  the  left 
side,  so  that  she  may  be  assisted  with  the  right 
hsuid  of  the  obstetrician ;  and  continental  authors 
recommend  placing  her  on  the  back. 

I  agree  with  those  who  prefer  the  latter  position ; 
I  believe  it  to  be  the  most  natural.  It  is  to  be 
recollected,  that  women  have  been  delivered  on 
either  side,  the  back,  on  the  knees  and  elbows,  oii^ 
the  abdomen,  in  a  chair,  and  in  the  erect  position. 

Whoever  studies  and  comprehends  the  mechan- 
ism of  natural  parturition,  will  at  once  perceive 
that  more  assistance  can  be  rendered  during 
labour  when  the  woman  is  on  her  back  than  on 
either  side  *. 

•  When  the  woman  is  in  the  second  stage  of  labour,  she  ought 
to  remain  during  the  pain  on  her  back  with  her  legs  and  thighs 
semi-flexed,  and  the  soles  of  her  feet  applied  to  the  bed.  This 
position  is  so  natural,  that  women  will  assume  it  themselves,  and 
will  re-assume  it  on  the  return  of  pain.  But  in  the  intervals  of 
pain  it  is  ri^culous  and  cruel  to  require  any  certain  position, 
such  as  reposing  on  the  left  side  for  several  hours,  without  being 
allowed  to  bear  a  single  pain  on  the  right  or  back.  In  such  case, 
the  woman  ought  to  be  allowed  to  place  herself  on  either  side. 
>  "  To  deprive  her  of  this  resource,"  says  Professor  Velpeau,  "is  real 
barbarity.  The  accoucheurs  of  Great  Britain  who  advise  lateral 
decubitus,  pretend  that  it  permits  them  to  support  the  perineum 
more  efficiently,  and  to  examine  per  vaginam  more  correctly,  a 
thing  which  I  do  not  comprehend  :  many  writers  of  which  na- 
tion, and  Smellie  in  particular,  have  preferred  the  French  plan, 
which  is  also  adopted  by  Dewees."  (Traite  Complet  de  I'Art  des 
Accouchemens,  &c.) 
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The  duty  of  the  obstetriciau,  when  the  head  is 
passing  through  the  external  genital  fissure,  is  to 
incline  it  towards  the  pubes,  while  he  supports 
the  perineum  or  soft  parts. 

After  the  rupture  of  the  membranes,  the  second 
stage  of  labour  has  commenced,  and  two  or  three 
vaginal  examinations  may  be  necessary  to  ascer^ 
tain  the  descent  of  the  head. 

When  the  head  presses  upon  the  perineum, 
the  palm  of  the  hand  should  be  applied  to  this 
part,  the  thumb  resting  on  one  tuberosity  of  the 
ischium,  the  ends  of  the  fingers  on  the  other,  so 
that  the  hand  is  placed  across  the  genital  aperture. 
The  pressure  should  be  chiefly  made  on  the  head, 
so  as  to  direct  it  toward  the  pubes,  and  not  forcibly 
on  the  perineum,  as  directed  in  some  works,  to 
prevent  its  laceration,  which  has  only  the  effect  of 
retarding  the  advance  of  the  head. 

When  the  perineum  is  fully  distended  by  the 
head,  pressure  is  to  be  made  as  above  directed 
with  the  palm  of  one  hand,  while  the  fingers  of 
the  other  are  applied  over  the  forehead,  and  the 
head  assisted  in  the  curved  line  of  its  transit  *. 

♦  Many  modem  obstetricians  consider  that  supporting  the 
perineum  is  not  only  useless,  but  injurious,  and  cannot  prevent 
laceration  of  this  part.  (Grandchamp,  Mende,  Schmitt,  Siebold, 
Kilian,  &c.,— see  Velpeau  Traite  Complet  de  I'Art  des  Accouche- 
mens,  &c.,  1835.)  I  have  often  been  called  to  parturient 
women  after  the  head  had  escaped  through  the  genital  fissure 
without  any  injury  to  the  perineum.  Kilian  is  of  opinion,  that  the 
passage  of  the  shoulder,  and  not  of  the  head,  causes  the  greatest 
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Sometimes  the  perineum  dilates  fully  after  a 
pain  or  two ;  and  at  other  times  not  for  several 
hours. 

When  the  head  descends  into  the  cavity  and 
outlet  of  the  pelvis,  it  makes  much  pressure  on 
the  sacral  nerves,  exciting  many  sympathetic  irri- 
tations. Pain  in  the  small  of  the  back,  about  the 
region  of  the  sacro-iliac  joint,  now  become  severe, 
and  extend  down  one  or  both  thighs,  giving  rise 
to  spasm  of  the  lower  extremity,  and  the  patient 
complains  of  "  cramp." 

The  pain  in  the  back  is  relieved  by  pressure 
with  the  palm  of  the  hand,  and  the  cramp 
be  mitigated  or  removed  by  tying  a  handker- 
chief very  tightly  above  the  knee  on  the  affected 
side,  which  benumbs  the  superficial  perineal 
ner\'e — a  continuation  of  the  sacral. 

The  irritation  of  the  sacral  nerves  extends  to 
those  of  the  rectum  and  bladder,  and  excites  an 
inclination  to  empty  these  organs,  though  there 
may  be  no  real  necessity.  Vomiting  is  also  sym- 
pathetically excited.  But  all  these  symptoms  are 
most  favourable,  as  they  shew  the  descent  of  the 
infant's  head,  and  the  steady  progress  of  the  la- 
bour. Shiverings  or  rigors  supervene  throughout 
the  whole  body ;  but  these  result  from  the  local 
irritation,  are  favourable  signs,  and  require  no 

number  of  lacerations  of  the  perineum.  I  agree,  however,  with 
M.  Velpeau,  that  this  author  has  gone  too  far,  but  that  there 
is  some  truth  in  his  assertion. 
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medicine.  Additional  bed-clothes  and  warm 
drinks,  will  speedily  remove  them.  When  the 
head  presses  strongly  on  the  soft  parts  lining  the 
pelvis,  in  addition  to  the  several  irritations  al- 
ready enumerated,  "  there  is  a  sense  of  bearing 
down,  as  if  all  the  bowels  were  about  to  protrude." 
This  feeling  often  impels  nervous  or  irritable 
women  to  make  strong  bearing  down  efforts  with 
the  abdominal  muscles,  in  the  absence  of  labour 
paitis,  which,  so  far  from  advancing  the  labour, 
absolutely  retard  it,  and  often  effect  serious  mis- 
chief, by  forcing  down  the  head  before  the  pas- 
sage is  prepared  to  admit  it.  The  obstetrician 
should  caution  his  patient  against  this  proceeding, 
and  inform  her  that  she  ought  always  to  allow  her 
pain  to  come  on  of  itself.  Many  impatient 
women  force  down  the  head,  lacerate  the  soft 
parts,  (perineum,)  and  cause  a  most  distressing 
disease.  Thus,  if  the  parts  be  completely  torn, 
the  contents  of  the  bowels  and  bladder  will  pass 
through  one  outlet,  and  render  the  sufferer  a 
miserable  object,  until  relieved  by  proper  treat- 
ment.    This,  however,  is  of  rare  occurrence. 

Partial  laceration  at  the  inferior  commissure,  or 
angle  of  the  genital  fissure,  often  happens  in  first 
labours,  but  is  slight,  and  easily  remedied. 

In  some  rare  cases  the  membranes  or  bag  of 
waters  is  so  dense  as  to  impede  labour.  The 
twisting  of  this  part,  or  perforating  it  with  the 
index  finger,  or  a  new  writing  pen  or  probe,  will 
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very  much  facilitate  labour ;  but  nothing  retards 
labour  more,  or  renders  it  more  tedious  and  diffi- 
cult, than  premature  rupture  of  the  mem- 
branes *. 

The  pains  that  expel  the  head  are  generally  se- 
vere, and  cause  a  sensation  as  if  the  whole  bovrels 
were  protruding.  These  usually  cease  for  a  few 
seconds  after  the  head  is  born ;  and  the  feeling  of 
protrusion  is  such,  that  the  woman  often  endea- 
vours to  force  away  the  head,  in  the  absence  of 
regular  labour  pains.  She  may  effect  this  by  the 
power  of  the  abdominal  muscles  alone,  the  womb 
will  of  course  be  uncontracted,  the  next  pain  will 
contract  it  irregularly,  in  the  form  of  an  hour- 
glass, and  this  exposes  the  patient  to  flooding  or 
haemorrhage.  This  formidable  disease  is  also 
caused  by  the  imprudence  of  the  obstetrician,  either 
male  or  female,  in  pulling  away  the  shoulders 
and  body  immediately  after  the  expulsion  of  the 
head,  in  the  absence  of  uterine  action  or  labour 
pain.  So  far  from  the  patient  forcing,  or  the  ob- 
stetrician extracting,  in  the  absence  of  pain,  the 
one  should  remain  quiet,  and  the  other  press  on 
the  neck  of  the  infant  with  one  hand,  and  on  the  ■ 
womb  with  the  other,  to  prevent  tlie  descent  of 

•  When  the  memhranes  are  ruptured  prematurely,  the  orifice 
of  the  womb  is  not  fully  dilated,  the  waters  escape,  the  hard 
head  of  the  infant  comes  in  contact  with  the  surface  of  the 
womb,  causes  great  contusion  of  this  organ,  and  retards  labour. 
I  shall  describe  the  treatment  hereafter. 
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the  shoulders  and  body,  and  to  excite  the  uterus 
to  action,  by  pushing  the  body  and  limbs  against  it. 

By  thus  exciting  the  uterus  to  act,  it  often 
happens  that  the  same  pain  which  expels  the 
shoulders  and  body  of  the  infant,  will  also  expel 
the  placenta,  or  after  birth,  into  the  upper  part  of 
the  vagina.  But  when  the  labour  is  perfectly  na- 
tural, the  pain  which  expels  the  head  is  rapidly 
succeeded  by  another  which  expels  the  shoulders 
and  body,  and  by  another  which  throws  off  the 
placenta. 

When  the  shoulders  are  being  passed,  the  peri- 
neum ought  to  be  supported  against  the  pressure 
of  the  lower  one,  and  the  head  and  neck  raised 
at  the  same  time  towards  the  abdomen  of  the 
mother ;  or  in  that  curved  line  on  which  the  head 
passes  in  natural  parturition. 

As  soon  as  the  shoulders  are  expelled,  the  ob- 
stetrician, in  imitation  of  nature,  will  turn  the 
body  obliquely,  so  as  to  adapt  one  infantile  hip 
to  the  sacro-iliac  joint  at  the  brim,  and  the  other 
towards  the  acetabulum  of  the  opposite  side,  thus 
adapting  the  long  diameter  of  the  infant  to  that 
of  the  brim  of  the  pelvis.  The  infantile  pelvis 
rapidly  descends  into  the  cavity  of  the  maternal, 
one  hip  is  turned  towards  the  sacrum,  and  the 
other  to  the  pubes  of  the  mother,  thus  adapting 
the  widest  part  of  the  infant  to  the  largest  of  the 
outlet  or  passage  of  the  mother. 

When  the  infant  is  born,  its  back  ought  to  be 
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turned  to'  the  genital  aperture  of  the  mother,  as 
there  is  generally,  but  not  always,  a  gush  of  water 
from  the  womb,  which  might  suffocate  the  infant*. 
If  the  hand  be  now  applied  to  the  abdomen,  the 
uterus  will  be  found  contracted  beneath  the  navel, 
and  about  the  size  of  an  infant's  head. 

Separation  of  the  infant  from  the  mother. — 
The  obstetrician  now  separates  the  infant  from  the 
mother,  by  first  tying  with  two  ligatures,  the  um- 
bilical cord  or  navel  string,  and  then  cutting  it  be- 
tween them.  As  soon  as  the  infant  breathes  freely  or 
cries,  one  ligature,  composed  of  thread,  as  already 
described,  is  to  be  applied  about  two  inches  and  a 
half  or  three  inches  from  the  infant's  abdomen,  drawn 
tightly,  and  secured  with  a  double  knot.  Another 
is  to  be  placed  nearer  the  mother,  and  the  navel 
cord  is  divided  between  tJiem  with  a  pair  of 
scissars.  The  ends  of  the  ligature  or  threads  on 
that  portion  of  the  cord  near  the  infant,  are  to  be 
cut  short,  the  infant  removed,  placed  in  a  piece  of 
flannel  called  "  a  receiver,"  and  handed  to  the 
nurse.  The  nurse  now,  or  often  while  the  navel 
string  is  being  tied,  puts  a  flannel  cap  on  the  head, 
which  is  a  useless  piece  of  dress,  and  no  pre- 
ventive of  cold,  as  was  formerly  and  is  at  present 
too  generally  supposed.  As  soon  as  the  infant  is 
separated  from  the  mother,  which  is  effected  in  a 
minute  or  two,  a  warm  napkin  is  folded  and  ap- 

•  Dr.  William  Hunter  describes  a  case  of  suffocation  from 
this  cause. 
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plied  to  the  genital  fissure,  and  a  table-spoonM 
of  brandy  in  half  a  wine-glassful  of  warm  water, 
is  administered  to  the  mother.  The  obstetrician 
examines  the  abdomen,  for  the  purpose  of  ascer- 
taining whether  the  uterus  is  contracted,  as  al- 
ready described,  or  whether  it  contain  a  second 
infant. 

If  it  is  found  contracted,  the  wet  clothes,  con- 
sisting of  the  skin  of  leather,  &c.,  are  now  with- 
drawn from  under  the  pelvis  of  the  woman ;  a 
warm  sheet  or  blanket  replaces  them  ;  some  addi- 
tional bed-clothes  are  put  on,  as  shivering  or  a 
sense  of  coldness  is  often  experienced  after  the 
birth  of  the  infant.  The  woman  is  made  com- 
fortable, and  allowed  to  rest  for  a  few  minutes 
until  pains  return,  which  is  generally  from  a  quar- 
ter of  an  hour  to  an  hour,  and  these  contract  the 
uterus  and  expel  the  placenta. 

DUTIES  OF  THE  OBSTETRICIAN  IN  THE  THIRD 
STAGE  OF  LABOUR; 

OR    EXPULSION    OF   THE    PLACENTA. 

The  action  of  the  uterus,  or  after-pains,  come 
on  in  a  fe^v  minutes  after  birth  of  the  infant,  when 
the  labour  has  been  perfectly  natm-al.  They  may 
not,  however,  come  on  sooner  than  half  an  hour,  an 
hour,  or  even  longer.  The  navel  string  is  to  be 
coiled  round  two  fingers  of  the  left  hand  and 
gently  put  on  the  stretch,  and  two  fingers  of  the 
right  passed  along  it  into  the  vagina ;  and  if  the 
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root  or  insertion  of  the  navel  string  can  be  felt, 
the  placenta  is  separated  from  the  uterus.  If 
the  patient  cough  or  bear  down,  the  placenta  will 
descend,  and  its  edge  may  be  hooked  on  the  fin- 
ger, when  the  whole  of  it  will  readily  follow  if 
traction  be  made  through  the  centre  of  the  vagina 
or  axis  of  the  outlet. 

When  the  placenta  is  being  passed  through  the 
external  genital  aperture,  it  should  be  brought  in 
the  axis  of  the  outlet,  that  is,  through  the  centre 
of  the  vagina,  twisted  round  so  as  to  bring  the 
membranes  attached  to  its  edge  and  raised  to- 
wards the  abdomen  of  the  mother,  in  the  same 
manner  as  already  directed  for  the  management  of 
the  head,  shoulders,  pelvis,  and  limbs  of  the  in- 
fant. In  fact,  the  placenta  ought  to  be  directed 
in  the  axes  of  the  brim,  cavity,  and  outlet  of  the 
pelvis  as  it  passes  through  these  parts. 

As  soon  as  the  placenta  is  expelled,  it  ought  to 
be  placed  on  a  napkin  under  the  bed-clothes,  with- 
drawn, and  examined  on  both  its  surfaces,  so  as 
to  ascertain  if  it  have  passed  entire.  When  it  is 
perfect,  it  is  placed  in  a  basin  or  chamber  utensil ; 
a  warm  napkin  is  applied  to  the  genital  fissure, 
and  some  brandy  or  other  spirit,  or  wine  and 
water,  ought  to  be  administered  to  the  patient. 

If  after-pains  do  not  come  on,  some  warm 
drink  may  be  given,  and  gentle  friction  made  with 
the  hand  on  the  lower  part  of  the  abdomen  over 
the  uterus,  for  the  purpose  of  exciting  contraction 


THIRD   STAGE   OF   PARTURITION.  47 

of  that  organ ;  the  patient  is  to  bear  down,  cough, 
the  hand  of  the  male  or  female  obstetrician  being 
pressed  on  the  patient's  abdomen  while  she  makes 
the  effort, — or  sneezing  may  be  induced  by  the  use 
of  snuff.  All  these  motions  expedite  the  expulsion 
of  the  placenta,  by  causing  the  abdominal  muS' 
cles  to  press  on  the  uterus;  and,  for  the  same 
reason,  the  patient  is  advised  by  the  nurse  "  to 
blow  on  the  back  of  her  hand,  or  into  an  empty 
bottle,  or  to  laugh  heartily." 

After  the  placenta  has  come  away,  the  patient 
enquires  as  to  her  safety,  and  being  assured  of  it, 
she  usually  returns  thanks  to  Heaven  in  emphatic 
language  for  her  delivery. 

The  danger  of  retained  placenta  is  flooding, 
and  no  labour  can  be  said  to  be  completed  until 
the  after-birth  has  passed.  If  the  uterus  is  con- 
tracted in  a  round  hard  tumour,  there  can  be  no 
dangerous  hemorrhage,  though  the  placenta  is  re- 
tained, but  it  ought  to  be  extracted  in  an  hour 
after  delivery,  whether  there  be  hemorrhage  or 
not.  Secale  coniutum,  or  ergot  of  rye,  will  always 
effect  this  object. 

The  finger  should  be  introduced  into  the  vagina 
after  the  expulsion  of  the  placenta,  to  remove  all 
clots  of  blood  and  ascertain  if  the  uterus  be  in- 
verted or  the  perineum  lacerated. 

A  bandage  is  now  tightly  passed  over  the  che- 
mise around  the  abdomen.  This  is  recommended 
by  some  during  all  the  stages  of  labour,  but  in  my 
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opinion  is  unnecessary,  and  by  pressing  tightly  on 
the  abdominal  muscles  retards  their  action.  It  is 
seldom  used  until  after  delivery  at  present,  and 
most  women  are  delivered  and  do  well  without  it. 

It  is  of  use  to  support  the  abdomen  after  the 
birth  of  the  infant,  and  is  almost  invariably  em- 
ployed. 

Lastly,  enquiries  are  made  as  to  when  it  will  be 
proper  to  adjust  the  bed,  or  "  put  the  woman  to 
bed."  The  woman  ought  not  to  be  disturbed  for 
an  hour,  and  never  sit  up  while  the  bed  is  being 
arranged,  as  syncope,  flooding,  or  prolapsus  uteri 
might  follow.  She  is  to  be  raised  on  a  sheet  be- 
tween two  or  more  persons,  and  be  kept  in  the 
horizontal  or  lying  position,  or  she  may  remain 
on  one  side  of  the  bed  while  the  other  is  ad- 
justed. She  may  also  be  moved  on  a  sofa  covered 
with  a  blanket  and  placed  near  the  bed. 

The  apartment  should  be  kept  dark,  quiet,  cool, 
and  well  ventilated,  and  the  patient  advised  to 
speak  as  little  as  possible,  and  all  visitors  ex- 
cluded. 

An  anodyne  draught,  composed  of  twenty-five 
or  thirty  drops  of  laudanum,  or  the  sedative  solu- 
tion of  opium,  or  a  proper  dose  of  morphia, 
ought  to  be  given ;  and  as  soon  as  the  infant  is 
washed  and  dressed,  it  ought  to  be  enveloped  in 
flannel  and  placed  on  its  side  with  its  mother. 

Management  of  the  new  born  infant. — The 
chief  duties  of  the  nurse  towards  the  new  bom 
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infant  are,  to  wash,  dress,  and  feed  it,  unless  the 
mother  has  breast-milk,  which  is  the  most  proper 
aliment  for  it. 

JVashing  and  cleaning  the  infant. — ^The  whole, 
or  many  parts  of  the  skin,  are  generally,  though 
not  invariably,  covered  with  a  whitish  unctuous 
substance  at  birth.  It  is  most  abundant  in  the 
groins,  between  the  thighs,  under  the  arms,  in  the 
creases  of  the  neck,  and  other  parts,  and  also  be- 
hind the  ears.  This  substance  obstructs  the  pores 
of  the  skin,  would  irritate  them,  and  cause  them 
to  gall  or  inflame,  and  ought  to  be  removed  by 
ablution  or  washing.  The  common  domestic  ani- 
mals remove  a  similar  substance  from  their  young. 
The  vulgar  sometimes  allow  it  to  remain  on  the 
head  to  strengthen  the  opening  in  that  part ;  but 
this  is  a  ridiculous  error.  The  washing  of  the  in- 
fant should  be  performed  in  an  adjoining  chamber 
to  that  in  which  the  mother  is  placed,  as  most 
nurses  make  too  much  noise  and  bustle  while 
engaged  in  it.  Many  of  them  handle  the  infant 
too  roughly,  and  twist  it  about  too  suddenly  while 
dressing  it ;  they  cause  it  to  cry  during  the  whole 
process,  affording  proof  of  their  inexperience,  and 
at  the  same  time  harrowing  the  feelings  of  the 
mother  and  disturbing  her.  It  is  essentially  ne- 
cessary that  the  mother  should  be  kept  quiet  and 
tranquil,  and  talk  as  little  as  possible. 

The  manner  of  washing  a  new  bom  infant  is 
simple.     A  lather  of  mild  soap  is  gently  applied 

D 


50     MANAGEMENT   OF   THE   NEW  BORN   INFANT. 

to  the  head  with  a  piece  of  soft  flannel  or  sponge, 
care  being  taken  not  to  allow  the  eyes  to  be  irri- 
tated by  this  fluid.  Spirit  of  any  kind  is  unneces- 
sary, though  frequently  employed  by  nurses,  except 
when  the  scalp  is  tumefied.  The  eyes  should  be 
washed  with  tepid  water  only  (or  with  mild  soap), 
and  should  not  be  exposed  to  the  light  of  a  candle 
or  fire,  as  is  usually  the  case.  The  head  and  ears 
are  now  dried  by  means  of  a  soft  old  napkin,  and 
a  flannel  cap  is  put  on.  The  neck,  body,  limbs, 
with  all  their  creases,  should  be  thoroughly  washed; 
and,  when  the  sebaceous  or  unctuous  matter  is 
very  adherent,  the  affected  part  may  be  rubbed 
with  some  olive  oil,  lard,  fresh  butter,  or  any  fresh 
grease,  to  facilitate  its  removal.  In  performing 
the  task,  it  is  desirable  that  it  should  be  done  as 
quietly  as  possible,  and  all  hasty  or  violent  move- 
ments or  turnings  of  the  infant  should  be  care- 
fully avoided.  The  infant  should  not  be  washed 
with,  or  plunged  into  cold  water,  under  any  cir- 
cumstances. 

Sometimes  the  infant  is  immersed  in  a  warm 
bath,  imitating  the  position  which  it  had  in  the 
amniotic  fluid,  or  that  which  surrounded  it  before 
birth.  When  the  infant  is  delicate  or  feeble,  the 
addition  of  a  small  quantity  (a  tea-spoonful)  of 
wine,  brandy,  or  other  ardent  spirit,  forms  an  ex- 
cellent tonic  bath,  which  strengthens  and  reani- 
mates the  new  being  when  in  a  languishing  or 
dying  condition.     Care  must  be  taken  not  to  add 
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too  much  spirit,  or  the  delicate,  soft,  and  tender 
skin  will  be  excoriated  or  inflamed,  or  convulsions, 
apoplexy,  or  death  induced.  The  body  is  now  to 
be  wiped  dry  with  a  fine  soft  napkin,  the  groins, 
internal  surfaces  of  the  thighs,  neck,  behind  the 
ears  and  armpits,  powdered  with  fine  hair  powder, 
or  finely  powdered  starch,  and  the  body  is  then 
examined  to  ascertain  its  proportions,  or  deformi- 
ties, and  then  dressed  as  soon  as  possible. 

Swathe  and  dress  of  the  infant. — The  proper 
mode  of  dressing  a  new  bom  infant  deserves  par- 
ticular attention.  The  first  part  of  the  dress  of 
an  infant  is  applied  to  the  remains  of  the  umbili- 
cal cord  in  the  following  manner: — ^The  nurse 
takes  a  soft  piece  of  old  linen,  about  two  inches 
square,  cuts  a  small  circular  hole  in  its  centre, 
through  which  she  brings  the  remaining  part  of 
the  navel-cord,  and  then  envelopes  it.  She  next 
turns  it  towards  the  chest  of  the  infant,  and  places 
a  small  flannel  bandage  over  it,  and  round  the 
body.  This  should  be  secured  by  tapes.  The 
object  in  dressing  the  navel-cord  is  to  prevent  it 
irritating  the  skin  of  the  infant.  Some  writers  re- 
commend a  small  pad  over  the  dressing,  but  this 
is  seldom  applied  in  this  country.  The  bandage 
should  not  be  too  tight  nor  too  loose,  as  in  the 
first  instance  it  is  intended  to  secure  the  navel- 
cord,  and  secondly,  to  prevent  the  starting  of  the 
navel,  hernia,  or  omphalocele. 

The  dress  of  a  new  bom  infant  is  plain  and 
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simple.  As  a  general  rule,  all  compression  of  the 
chest  or  abdomen  is  highly  injurious :  it  renders 
the  respiration  difficult,  prevents  the  return  of 
blood  from  the  head,  causes  congestion,  apoplexy, 
or  hydrocephalus,  derangement  of  the  digestive 
organs,  hiccough,  vomiting,  giiping ;  the  develop- 
ment of  the  body  is  arrested,  the  action  of  the 
nmscles,  including  the  motion  of  the  limbs,  is 
impeded ;  the  body  becomes  curved  according  to 
the  direction  of  the  pressure,  the  spine  and  limbs 
become  deformed,  or,  to  use  a  popular  phrase, 
"  grow  out,"  or  are  ricketty,  while  the  vigour  and 
beauty  of  structure  are  diminished  or  destroyed. 

The  Asiatics,  Turks,  Africans,  and  all  people 
who  allow  the  free  development  of  the  body, 
chest,  shoulders,  back,  and  limbs,  are  remarkably 
large  and  vigorous.  In  fact,  the  custom  of  swath- 
ing or  swaddling  is  totally  abandoned  in  all  civil- 
ized countries,  unless  among  a  small  poiliou  of 
the  lower  orders. 

Another  cruel  practice  is  adopted  by  nurses, 
and  that  is,  "  squeezing  the  breasts  of  infants  to 
get  out  the  milk."  This  proceeding  is  useless, 
aiid  often  produces  inflammation  and  suppuration 
of  the  injured  part.  It  is  true  that  compression 
causes  a  slight  discharge  of  a  thin  fluid,  and  if 
resorted  to  at  all,  it  must  be  with  gentleness. 
Most  infants  do  well  without  such  an  operation. 

Almost  every  part  of  the  infant's  dress  should 
open  on  the  back,  and  be  fastened  by  tapes  or 
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buttons,  and  pins  ought  to  be  entirely  laid  aside. 
The  absurd  practice  of  tightening  the  cap-tapes 
under  the  chin,  to  make  "  the  baby  look  well,"  is 
highly  condemnable.  The  infant  should  be  at 
ease,  and  enjoy  perfect  freedom  of  motion  of  its 
superior  and  inferior  extremities.  It  therefore 
follows,  that  the  triangular  doublet  or  napkin 
placed  round  the  lower  part  of  the  abdomen,  fast- 
ened in  front,  and  then  the  remaining  angle  of  it 
brought  between  the  lower  limbs,  and  tied  to  the 
fonner  part,  should  not  be  too  tightly  applied,  as 
it  would  prevent  the  free  motion  of  the  lower 
limbs.     It  never  ought  to  he  pinned. 

When  the  infant  is  dressed,  it  is  enveloped  in 
flannel,  the  face  being  uncovered,  and  placed  on 
its  right  side  in  its  cot,  which  is  preferable  to  the 
bed  of  the  mother,  as  this  is  too  warm  in  summer, 
and  predisposes  it  to  catarrh,  or  cold,  or  snuffles, 
which  will  prevent  it  from  sucking.  But  maternal 
affection  leads  to  the  violation  of  this  precept. 
Every  mother  longs  to  gaze  upon  her  infant,  and 
must.be  gratified,  and  ought  to  have  it  in  her  bed 
in  winter. 

The  first  dress  is  generally  too  long,  gets  twisted 
about  the  limbs,  and  impedes  their  motion  and 
growth.  The  long  clothes  are  injurious  on  this 
account,  and  need  not  extend  more  than  four  or 
six  inches  beyond  the  feet.  They  need  not  be 
wora  longer  than  three  or  four  months,  especially 
in  warm  weather. 
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It  is  an  absurd  practice  to  give  butter  and 
sugar,  treacle,  syrup  of  violets,  almond  or  castor 
oil,  to  a  new  bom  infant  to  carry  oflF  the  meco- 
nium or  dark-coloured  contents  of  the  bowels,  as 
the  first  milk,  called  colostrum,  is  sufficiently 
aperient  for  this  purpose.  The  infant  ought  to 
be  applied  to  the  breast  as  soon  as  it  is  dressed, 
provided  the  mother  have  milk ;  but  when  she  has 
not,  some  mild  aperient,  such  as  half  a  teaspoon- 
ful  of  castor  oil,  may  be  given,  and  repeated 
in  three  or  four  hours  if  necessary. 

It  is  a  law  of  nature  that  all  mammiferous  ani- 
mals should  suckle  their  young.  All  inferior  ani- 
mals perform  this  function,  and  woman  is  the 
only  exception.  Every  woman  in  health  is  bound 
by  nature,  instinct,  and  the  laws  of  society  to 
suckle  her  infant.  The  milk  of  any  other  woman, 
or  of  any  animal,  is  inferior  to  that  of  the  mother. 

The  infant  may  be  applied  to  the  breast  so 
soon  as  the  woman  has  recovered  from  the  fatigues 
of  delivery,  and  ought  to  be  suckled  every  second 
hour  while  awake. 

Breast-milk  differs  in  quality  and  quantity  ac- 
cording to  the  age,  temperament,  peculiarity  of 
constitution,  and  aliment  of  the  woman  who  sup- 
plies it.  The  diet  and  medicine  taken  by  a  wet 
nurse,  affects  the  breast-milk,  and  therefore  she 
should  be  cautious  in  the  selection  of  food  and 
medicines. 

When  a  woman  is  delicate,  or  has  not  milkj  a 
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wet  nurse  ought  to  be  provided,  and  she  should 
be  nearly  of  the  same  age  as  the  mother  whose 
infant  she  is  about  to  nurse,  and  have  been  de- 
livered about  five  or  six  weeks.  She  ought  to  be 
healthy,  careful,  cleanly,  good  tempered,  fond  of 
children,  watchful  at  night,  and  not  likely  to  suffer 
from  being  disturbed ;  she  should  also  be  patient, 
sprightly,  cheerful,  active,  and  have  a  good  supply 
of  milk,  and  a  healthy  infant.  The  health  and 
happiness  of  the  tender  being  committed  to 
her  care,  depend  upon  her  attention  and  kind- 
ness, and  for  these  she  is  morally  responsible. 
When  the  mother  has  no  milk,  and  a  wet  nurse 
cannot  be  procured,  the  best  food  for  a  new  born 
infant  is  composed  of  five  parts  of  new  cow's 
milk,  with  one  of  tepid  water,  sweetened  with  loaf 
sugar ;  and  the  quantity  for  each  repast  is  about 
three  table-spoonsful.  Water  gruel,  arrow  root, 
and  pap,  are  generally  substituted,  but  are  inferior 
to  milk  of  any  kind. 

When  the  infant  is  still-bom,  as  it  is  termed, 
or  apparently  dead  at  birth,  in  consequence  of 
compression,  it  may  in  general  be  recovered  by 
proper  management. 

The  best  mode  of  resuscitation  is  to  establish 
respiration,  by  inflating  the  lungs.  This  may  be 
done  by  closing  the  nostrils,  pressing  the  larynx 
on  the  oesophagus  against  the  spine,  and  then 
blowing  into  the  infant's  mouth.  When  the  lungs 
are  inflated,  pressure  is  to  be  made  on  the  ribs 
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with  the  haud,  so  as  to  expel  the  air,  and  this 
artificial  respiration  continued  for  half  an  hour, 
or  an  hour,  until  the  breathing  is  established. 
While  the  artificial,  breathing  is  being  made,  the 
face  and  chest  are  to  be  rubbed  with  ardent  spirit, 
brandy,  whiskey,  &c.,  for  the  purpose  of  exciting 
the  nerves  of  both  parts,  which  are  essential  to  re- 
spiration. The  infant  may  also  be  immersed  in  a, 
warm  bath. 

If  the  face  be  purplish,  there  is  congestion  of 
the  brain,  and  the  navel  cord  ought  to  be  allowed 
to  bleed  from  a  tea-spoonful  to  two  table-spoonsfiil^ 
as  apoplexy  is  present. 

Unless  pressure  be  made  on  the  neck,  or  the 
oesophagus,  the  stomach,  instead  of  the  lungs,^ 
may  be  inflated. 

The  tracheal  pipe  may  be  used  as  follows :  pass 
the  fore-finger  of  the  left  hand  into  the  mouth  of 
the  infant,  depress  the  tongue,  and  feel  the  open- 
ing of  the  glottis.  The  tube  is  now  to  be  passed 
along  the  left  fore-finger  into  the  wind-pipe,  the 
finger  withdrawn,  the  nosti'ils  closed,  and  inflation 
commenced.  An  assistant  should  press  on  the 
trachea  and  chest  as  already  directed. 

After  a  longer  or  shorter  period  the  heart  begins 
to  pulsate,  and  respiration  commences.  Care 
must  be  taken  not  to  injure  the  delicate  lining  of 
the  windpipe  with  the  tube.  The  former  method 
of  resuscitation  is  more  simple,  and,  according  to 
ray  experience,  equally  efficacious. 
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3IANAGE3IENT  OF  THE  MOTHER 
AFTER  DELIVERY. 

The  obstetrician  ought  to  visit  his  patient  in 
twelve  hours  after  delivery,  enquire  how  she  has 
rested,  the  state  of  the  lochial  discharge,  milli, 
breasts,  bowels  and  bladder.  If  the  pulse  is  under 
100,  the  skin  cool,  the  bowels  regular,  the  urine 
evacuated,  and  the  milk  secreted,  or  the  breasts 
tumefied,  she  is  going  on  as  well  as  can  be  ex- 
pected. 

If  the  bladder  has  not  been  evacuated,  clothes 
wrung  out  of  warm  water,  or  a  decoction  of  poppy 
heads  and  chamomile  ought  to  be  applied  over 
the  lower  part  of  the  abdomen,  and  if  the  fomenta- 
tion does  not  relieve  the  bladder,  the  catheter  w  ill 
be  necessary. 

It  is  usual  to  open  the  bowels  after  delivery, 
but  this  should  not  be  done  until  the  secretion  of 
milk  has  taken  place,  which  may  not  be  for  two 
or  three  days.  The  diet  of  the  woman  forms  little 
feculent  matter ;  and  it  is  to  be  remembered,  that 
when  it  is  desired  to  prevent  the  formation  of 
milk  in  those  cases  in  which  the  infant  is  dead, 
the  administration  of  purgatives  effects  it,  by  irri- 
tating the  intestinal  canal,  and  arresting  the  deter- 
mination of  blood  fi'om  the  uterus  to  the  mamma\ 

The  diet  of  a  woman  after  delivery  ought  to 
consist  in  water  gruel,  arrow  root,  tea,  coffee, 
and  light   pudding ;   but  when    she  is   delicate, 

d3 
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chicken  broth,  beef  tea,  eggs,  and  animal  jellies, 
with  a  small  quantity  of  wine,  may  be  allowed. 

When  after-pains  are  troublesome,  the  anodyne 
draught  ought  to  be  repeated. 

All  wines,  spirits,  and  fermented  liquors,  are  in- 
jurious to  the  healthy  woman,  and  may  predispose 
her  to  fever  or  inflammation.  About  the  fourth 
or  fifth  day  she  may  be  placed  on  a  sofa,  drawn 
near  the  edge  of  the  bed,  while  the  latter  is  being 
adjusted,  but  she  should  never  sit  up,  or  walk 
about,  until  the  lochial  discharge  is  about  to 
cease,  or  is  very  trifling,  and  that  is  generally 
about  the  ninth  or  tenth  day,  but  in  delicate 
women,  much  later.  She  may  repose  on  a  couch 
at  this  time,  and  gradually  sit  up  for  two  or  three 
hours ;  but  she  must  be  careful  to  guard  against 
the  extremes  of  heat  or  cold.  At  the  expiration  of 
three  weeks  or  a  month,  she  may  take  an  airing 
in  a  carriage.  Women  in  the  lower  ranks,  rise 
and  walk  much  earlier  than  the  time  above  stated, 
they  often  do  well,  but  more  commonly  suffer 
from  prolapsus  uteri,  leucorrhoea,  dyspepsia,  and 
hysteria. 

While  the  lochial  discharge  continues,  the  womb 
remains  enlarged,  and  if  the  woman  walk  or  stand, 
it  will  fall  from  its  weight  into  the  pelvis,  and  lay 
the  foundation  of  the  above-named  diseases.] 
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Class  II.    Dystocia. — Difficult  Labour. 
[Laborious,  mechanical,  or  artificial  labour.  Sec] 

Character.  Every  labour  in  which  the  process 
is  prolonged  beyond  twenty-four  hours,  the 
head  of  the  child  presenting. 

[Dystocia,  is  defined  difficult  or  preter-natural 
labour,  when  some  other  part  besides  the  crown  of 
the  head  presents.     M.  R.] 

Note.  Some  objections  may  be  made  to  this 
definition  taken  from  time,  but  it  will  be  found  to 
apply  to  practical  uses  better  than  if  it  was  taken 
from  circumstances. 

[The  term  dystocia,  employed  by  Hippocrates, 
Sauvages,  Merriman,  Desormeaux,  Velpeau,  my- 
self, and  others,  comprises  all  those  cases  that 
require  the  resources  of  art,  and  is  now  considered 
a  generic  term.  It  is  better  to  base  on  nature 
those  causes  which  render  labour  difficult,  as 
Meniman  and  Desormeaux  have  done,  as  this 
arrangement  presents  incontestable  advantages. 
Others  who  have  not  adopted  it,  lead  to  great 
confusion :  thus  they  place  haemorrhage  among 
different  orders,  as  preter-natural,  laborious,  com- 
plex, mechanical,  manual,  mixed,  &c.     M.  R.] 

It  would  often  be  extremely  difficult  to  say 
with  precision  when  a  labour  actually  begins, 
because  of  the  number  of  concuiTent  changes. 
But  in  general  some  progress  must  be  made, 
before  we  can  allow  a  labour  to  be  commenced. 
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FOUR  ORDERS. 
ORDER  I. 

Labours  rendered  difficult  from  the  inert  or  irre- 
gular action  of  the  uterus. 

CAUSES.  > 

1.  Too  great  distension  of  the  uterus. 

2.  Partial  action  of  the  uterus. 

3.  Rigidity  of  the  membranes. 

4.  Imperfect    discharge    or    dribbling    of   the 
waters. 

5.  Shortness  of  the  funis  umbilicalis. 

6.  Weakness  of  the  constitution. 

7.  Fever,  [or  inflammation  in  the  head,  chest,  or 
abdomen.] 

8.  Want  of  a  due  degree  of  irritability. 

9.  Passions  of  the  mind. 
•10.  General  deformity. 

ORDER  II. 

Labours  rendered  difficult  by  the  rigidity  of  the 
parts  to  be  dilated. 

1.  First  child. 

2.  Advancement  in  age. 

3.  Too  early  rupture  of  the  membranes. 

4.  Oblique  position  of  the  OS  uteri. 

5.  Fever  or  local  inflammation. 

6.  Extreme  rigidity  of  the  os  uteri. 

7.  Uncommon  rigidity  of  the  external  parts. 
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ORDER   III. 

Labours  rendered  difficult  from  disproportion  be- 
tween the  dimensions  of  the  cavity  of  the  pelvis 
and  the  head  of  the  child.  ^ 

1.  Original  smallness  of  the  pelvis. 

2.  Distortion  of  the  pelvis. 

3.  Head  of  the  child  unusually  large,  or  too 
much  ossified. 

4.  Head  of  the  child  enlarged  by  disease. 

5.  Face  inclined  towards  the  ossa  pubis. 

6.  Presentation  of  the  face. 

7.  Head  presenting  with  one  or  both  arms. 

ORDER  IV. 

Labours  rendered  difficult   by  diseases    of   the 
soft  parts. 

1 .  Suppression  of  urine. 

2.  Stone  in  the  bladder. 

3.  Excrescences  of  the  os  uteri. 

4.  Cicatrices  in  the  vagina. 

5.  Adhesion  of  the  vagina. 

6.  Steatomatous  tumours. 

7.  Enlargement  of  the  ovaria. 

8.  Rupture  of  the  uterus. 

Note.  The  disturbance  of  the  natural  progress 
of  labours,  more  especially  the  premature  rupture 
of  the  membranes,  is  the  most  general  cause  of 
difficulties  in  parturition. 
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Women  are  to  be  relieved  in  difficult  labours, 

1.  By  time  and  patience. 

2.  By  encouragement  to  hope  for  a  happy  event. 

3.  By  regulating  their  general  conduct. 

4.  By  lessening  or  removing  the  obstacles  to 
the  eJSects  which  should  be  produced  by  the 
pains. 

5.  By  the  assistance  of  instruments. 

[The  causes  of  dystocia  include  haemorrhage, 
convulsions,  syncope,  prolapsus  of  the  umbilical 
cord,  asthma,  hydrothorax,  ascites,  deformity  of 
the  spine  or  pelvis,  aneurisms,  hernia,  displace- 
ments of  the  womb,  bladder,  or  vagina,  by  the 
pressure  of  tumours ;  diseases  of  the  foetus,  excess 
of  volume,  dropsies,  different  tumours,  twins  or 
a  plurality  of  infants,  union  of  two  at  different 
parts,  transverse  presentation  of  the  body,  &c. 
M.  R.] 

Intentions  in  the  use  of  instruments. 

1.  To  preserve  the  lives  both  of  the  mother  and 
child. 

2.  To  preserve  the  life  of  the  mother. 

3.  To  preserve  the  life  of  the  child. 

Instruments  contrived  to  answer  the  first  intention. 

1.  Fillets.  2.  Forceps. 

3.  Vectis  or  Lever. 

Three  things  are  to  be  considered  with  respect 
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to  the  Forceps  or  Vectis,  and  to  the  use  of  in- 
struments in  general. 

1.  To  make  an  accurate  distinction  of  those 
cases  which  require  their  use. 

2.  Of  those  cases  which  allow  their  use. 

3.  Of  the  manner  in  which  they  ought  to  be 
used. 

[I  shall  now  describe  the  treatment  of  the  va- 
rious causes  which  retard  parturition. 

CAUSES  WHICH  RETARD  PARTURITION. 

Numerous  causes,  both  moral  and  physical, 
retard  the  process  of  parturition.  Fear,  anxiety, 
and  depression  of  spirits,  are  the  most  common 
moral  causes.  The  physical  causes  that  relate  to 
the  woman,  may  be  divided  into  those  which 
produce  unusual  resistance  to  the  passage  of  the 
infant ;  and  into  those  which  arise  from  defect  of 
the  powers  of  expulsion. 

Rigidity  of  the  genital  organs,  either  of  the  ex- 
ternal or  internal,  is  one  of  the  most  common 
causes  of  resistance  in  a  first  labour,  especially 
in  very  young  or  very  old  women.  There  is  a 
deficient  or  no  vaginal  discharge,  the  parts  are 
hot  and  painftil,  and  there  is  fever. ,  This  is  called 
"  a  dry  labour." 

Treatment. — The  patient  should  be  bled  from 
the  arm,  have  the  external  genitals  fomented,  the 
bowels  regulated  by  an  aperient  or  an  enema,  and 
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then  an  anodyne  draught.  These  means  will  abate 
pain,  cause  rest,  and  favour  dilatation. 

Dr.  Hamilton  found  venesection  the  best  remedy 
in  plethoric  young  subjects,  and  a  starch  and 
opiate  enema  in  delicate  women.  I  have  obsen^ed 
the  efficacy  of  both  remedies  in  a  large  number  of 
cases. 

Some  writers  advise  a  free  use  of  lard,  butter, 
•Sic,  to  dilate  the  genitals,  but  these  means  do  not 
possess  any  such  power.  They  do  good  by 
cooling  and  lubricating  the  vagina. 

The  obstetrician  ought  to  avoid  making  fre- 
quent vaginal  examinations  and  take  gi'eat  care 
not  to  rupture  the  membranes.  The  ergot  of 
rye  would  be  highly  improper  under  such  circum- 
stances. 

Another  cause  of  tedious  labour  is  a  dispropor- 
tion between  the  size  of  the  head  and  the  pelvis. 
This  case  occurs  when  a  small  woman  brings 
forth  an  infant  begotten  by  a  large  vakn.  The  head 
will  be  larger  than  usual ;  or  its  sutures  may  be  so 
completely  ossified  that  it  cannot  be  compressed 
in  the  ordinary  shape  for  its  passage  through  the 
pelvis.  Lastly,  the  head  may  be  gi'eatly  enlarged 
by  hydrocephalus. 

Treatment. — Time  and  patience  are  necessary 
in  cases  of  disproportion ;  the  patient's  strength 
must  be  supported  by  nutritious  aliment,  and  the 
bladder   and  rectum   should  be   evacuated.     In 
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slight  degrees  of  disproportion,  nature  may  over- 
come the  difficulty ;  but  in  the  majority  of  ex- 
amples, instrumental  aid  will  be  necessary.  If 
the  labour-pains  be  strong,  and  the  head  firmly 
pressed  against  the  internal  surface  of  the  pelvis 
and  unyielding  perineum,  the  woman  may  die 
undelivered,  or  be  so  contused,  that  sloughing 
will  supervene  soon  after  delivery,  or  the  perineum 
may  be  lacerated.  In  such  cases  the  forceps, 
lever,  or  perforator  is  required. 

If  the  head  be  enlarged  by  hydrocephalus  the 
fluid  should  be  drawn  off,  when  the  bones  of  the 
cranium  will  close,  and  the  infant  will  readily 
pass  through  the  pelvis. 

Premature  rupture  of  the  membranes  is  a  fre- 
quent cause  of  protracted  labour.  In  such  case 
"  the  bag  of  the  waters  "  does  not  act  as  a  soft 
wedge  in  dilating  the  os  uteri,  the  waters  escape 
in  a  great  measure  before  the  mouth  of  the  womb 
is  so  dilated  as  to  allow  the  head  to  pass  through 
it,  the  hard  head  now  presses  on  the  soft  parts 
of  the  pelvis,  causing  excessive  pain,  initation, 
inflammation,  and  gangrene. 

Treatment. — ^The  same  as  in  rigidity  of  the  soft 
parts,  bleeding,  fomentations,  and  anodynes.  Time 
and  patience  are  requisites  in  this  kind  of  labom-. 

Rigidity  and  toughness  of  the  membranes  con- 
taining the  liquor  amnii,  or  waters,  may  retard 
parturition,     This   state   exists  when   the   mem- 
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branes  do  not  rupture,  though  the  uterus  appears 
sufficiently  dilated.  This  state  is  usually  com- 
bined with  a  redundancy  of  the  liquor  amniiy 
which  distends  and  enfeebles  the  uterus. 

Treatment. — In  rigidity  of  the  membranes, 
they  ought  to  be  ruptured  with  the  end  of 
the  finger,  a  piece  of  wire,  or  a  probe,  as  soon 
as  the  uterus  is  sufficiently  dilated;  the  waters 
will  then  escape  and  the  uterus  will  contract  and 
act  more  efficiently. 

It  is  necessary  to  ascertain  the  presentation 
before  rupturing  the  membranes,  so  that  if  preter- 
natural, the  operation  of  version  or  turning  may 
be  performed. 

The  presentation  cannot  always  be  ascertained, 
but  more  especially  when  there  is  a  large  quantity 
of  fluid  placed  between  the  foetus  and  the  uterus ; 
and  should  the  infant  present  tranversely  after 
the  escape  of. the  waters,  it*  is  to  be  rectified  by 
version  as  hereafter  described. 

Hydramnios,  or  dropsy  of  the  amnios,  may 
distend  the  uterus  and  render  it  inert  and  power- 
less. This  is  termed  redundancy  of  the  waters. — 
Puncturing  the  membranes  and  allowing  the  fluid 
to  escape  is  the  treatment  for  this  cause  of  re- 
tarded labour. 

False  waters  may  distend  the  uterus  and  are 
ascribed  to  hydatids,  transudation  of  the  amnios, 
accumulation  of  fluid  between  the  chorion  and 
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amnios,  dropsy  of  the  decidua  or  true  hydrometra, 
or  dropsy  of  the  chorion.  One  or  more  pints  of 
fluid  may  escape  months  before  delivery,  and 
the  membranes  rupture  as  usual  during  labour. 

When  this  dropsy  is  complicated  with  parturi- 
tion, rupture  of  the  membranes  would  cause  the 
uterus  to  evacuate  it. 

Inaction  of  the  uterus  is  another  cause  of  te- 
dious labour.  When  the  uterine  contractions  or 
labour  pains  are  feeble  and  of  short  duration, 
having  no  propelling  power,  the  ergot  of  rye  is 
useful,  provided  the  presentation  and  pelvis  be 
natural.  Warm  diluents  are  also  beneficial,  as  hot 
tea,  or  weak  brandy,  or  other  spirit  and  water  in 
small  quantity. 

"  The  Ergot  of  rye, m  large  doses,  is  a  very  active 
irritant,  causing  serious  accidents,  gangrene,  con- 
vulsions, &c.;  in  small  doses  it  stimulates  the 
uterus  and  causes  contractions  of  that  organ.  It 
is  used  in  tedious  parturition  caused  by  inaction 
of  the  V  uterus,  and  in  haemorrhages  from  atony 
of  that  organ.  When  it  is  administered  to  hasten 
labour,  its  use  ought  never  to  be  commenced  till 
the  natural  pains  of  parturition  have  ceased  or 
ai-e  very  feeble,  and  the  os  uteri  is  somewhat  di- 
lated. 

"  The  ergot  of  rye  should  never  be  administered 
during  labour,  unless  the  case  be  natural,  the 
pelvis  capacious,  and  the  infant's  head  presenting 
by  the  vertex,  or  the  foot  or  feet  coming  down. 
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The  maximum  dose  is  jiss.  Spiraini,  Brera,  and 
other  ItaHan  physicians  have  employed  this  re- 
medy as  an  astringent,  in  epistaxis,  haemoptysis, 
haematemesis,  haematuria,  &c.,  in  doses  of  three 
grains  every  three  hours,  with  success.  Dr. 
Negri  and  I  have  not  only  used  it  in  these  cases, 
but  also  in  leucon-hoea  with  the  most  decided 
effects  at  St.  John's  Hospital.  We  also  employed 
It  in  some  cases  of  gonorrhoea  with  advantage. 
I  am  in  the  habit  of  ordering  it  daily  at  the  West- 
ern Dispensary,  and  a  numerous  class  of  students 
can  attest  its  efficacy.  It  is  not  to  be  procured 
genuine  from  one  druggist  or  chemist  in  a  hun- 
dred ;  and  hence  its  apparent  inefficacy.  It 
should  be  preserved  in  closely-stopped  bottles, 
and  not  exposed  to  air  or  moisture,  or  it  speedily 
becomes  effete.  I  have  used  it  to  promote  uter- 
ine action  in  tincture,  |  ij  to  Oj  of  proof  spirit,  J  j 
in  three  doses;  in  decoction  3  iss  in  ^  vj  of  water, 
boiled  down  to  |  iij,  in  a  close  vessel,  and  seldom 
exceeded  this  quantity,  given  in  three  doses  mixed 
with  milk  and  sweetened,  a  quarter  of  an  hour 
elapsing  between  each  dose,  and  a  longer  interval 
if  the  uterine  action  increase.  The  essence 
of  this  remedy  and  the  liquor  may  also  be  used 
with  effect.  These  are,  I  believe,  watery  decoc- 
tions, and  vary  in  strength  according  as  they  are 
procured,  from  different  shops,  so  that  I  am  un- 
able to  state  a  positive  dose.  In  my  opinion,  the 
ergot  of  rye  is  an  efficient  ocytocic  remedy,  or 
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possesses  the  power  of  exciting  parturient  action 
at  any  period  of  uteiro-gestation.  I  feel  convinced 
that  it  only  fails  when  effete  ;  and  I  could  men- 
tion several  instances  in  proof  of  this  statement. 
A  single  dose  of  the  decoction  has  roused  uterine 
action;  and  then  the  rest  should  be  left  to  na- 
ture. The  practical  obstetrician  is  well  aware  of 
the  fact,  that  the  parturient  action  may  suddenly 
increase,  without  any  remedy,  after  an  absence  of 
hours,  and  terminate  the  function  of  parturition 
very  rapidly.  He  Avill  therefore  be  content  with 
one  or  two  doses  of  this  remedy  when  labour 
pains  increase,  and  leave  the  rest  to  nature.  He 
also  knows  that  there  is  a  great  danger  of  hae- 
morrhage in  slow  and  lingering  labour,  on  account 
of  the  want  of  uterine  contraction  after  the  birth 
of  the  infant;  but  a  judicious  use  of  the  ergot 
will  prevent  this  dangerous  and  often  fatal  occur- 
rence. It  will  effect  this  by  contracting  the 
uterus  and  the  expulsion  of  the  placenta.  If 
given  prematurely,  or  in  full  doses,  it  will  excite 
a  powerful  uterine  contraction,  impel  the  head  of 
the  foetus  against  the  undilated  or  rigid  parts  of 
the  genital  aperture,  and  destroy  the  infant.  The 
scientific  obstetrician  who  has  watched  Nature, 
knows,  that  the  genital  aperture  is  slowly  and 
gradually  dilated  by  the  pressure  of  the  infant's 
head  during  each  labour  pain,  and,  consequently, 
that  it  would  be  wrong  to  anticipate  or  force  the 
process  of  Nature  by  an  injudicious  exhibition  of 
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any  remedy,  or  under  any  circumstances.  It  is 
scarcely  necessary  to  observe,  that  the  premature 
administration  of  the  ergot,  before  the  infant's 
head  has  descended  into  the  cavity  of  the  pelvis, 
or  before  the  presenting  part  of  the  infant  can  be 
ascertained,  would  be  rash  and  dangerous  prac- 
tice. The  presentation,  to  use  the  obstetric  term, 
might  be  transverse,  the  infant  might  be  across, 
and  exciting  powerful  parturient  action  in  such 
cases,  would  be  followed  by  the  destruction  of  the 
life  of  the  infant,  or  rupture  of  the  uterus,  which 
is  a  most  dangerous  disease  at  all  times,  and  most 
commonly  destructive  to  the  woman.  The  medi- 
cine should  never  be  given  before  tlie  labour  is 
advanced,  and  its  nature  ascertained.  It  would 
be  destructive  to  the  lives  of  the  parent  and  off- 
spring, if  the  former  were  so  deformed  that  the 
latter  could  not  be  bom  without  instrumental 
aid ;  and  yet  a  writer  in  one  of  the  periodicals 
declaims  against  the  remedy,  because  it  did  not 
effect  delivery  in  two  cases  of  highly  deformed 
pehas.  As  a  general  rule,  the  medicine  ought 
not  to  be  given  unless  the  outlet  of  the  pelvis  is 
unobstructed  by  bony  or  soft  tumours,  and  the 
head  or  feet  of  the  infant  the  presenting  parts."  * 

Another  remedy  for  powerless  labour  is  com- 
pression of  the  abdomen  by  means  of  a  broad 
bandage    gradually  tightened    during  each  pain. 

*  Ryan's  Formulary,  pp.  292 — 95. 
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I  think  it  of  use  in  over  distension  of  the  abdo- 
men, or  in  obUquities  of  the  uterus,  but  of  Httle,  if 
of  any  value  in  a  preponderating  number  of  par- 
turitions. 

The  only  occytocic  remedy  or  one  that  is  really 
capable  of  expediting  partmition  is  the  ergot  of 
rye.  Borax  has  no  such  effect  according  to  my 
observation.  Amulets,  relics,  &c.,  may  tranquil- 
lize the  mind,  but  can  have  no  other  effect  in  ex- 
citing or  increasing  the  contractions  of  the  uterus, 
or  in  expediting  labour.  Nevertheless  they  still 
continue  to  be  employed  in  this  and  every  other 
country  by  women  in  labour.  I  have  often  found 
them  in  the  chambers  of  lying-in  women,  some- 
times worn  as  rings  or  as  amulets. 

Mental  depression  retarding  labour. — Depress- 
ing passions  of  the  mind  are  to  be  quieted  by  con- 
solation, sympathy,  inspiring  confidence  in  th€ 
goodness  of  Divine  Providence  and  the  powers  of 
nature,  and  stating  the  immense  number  of  wo- 
men that  do  well  on  the  face  of  the  globe  without 
any  medical  assistance. 

Painful  or  partial  contractions  of  the  uterus 
also  impede  labour.  Plethoric  women  are  subject 
to  them,  and  are  relieved  by  bleeding  from  the 
arm. 

When  the  contractions  of  the  uterus  are  exces- 
sively painful,  or  the  pains  extremely  severe, 
they  depend  upon  an  exalted  sensibility,  natural 
or  accidental,  of  the  whole  genital  organs.    When 
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these  occur  in  plethoric  women,  they  are  relieved 
"by  blood-letting,  fomentations,  and  anodynes ; 
and  in  delicate  females  the  remedies  are  the  same, 
the  blood-letting  being  omitted. 

Partial  contractions  of  the  uterus  are  described 
by  the  best  obstetric  authors.  The  fundus  uteri 
is  spasmodically  affected  while  the  rest  of  the  or- 
^an  contracts  regularly,  or  the  spasms  may  be  in 
any  part  of  the  organ. 

The  irregular  contractions  may  be  easily  dis- 
covered by  placing  the  hand  on  the  hypogastric 
region  or  inferior  part  of  the  abdomen.  (Denman, 
Burns,  Dewees,  Wigand,  Velpeau,  &c.)  Denman 
called  these,  spasmodic  contractions,  and  Wigand 
tetanus  of  the  uterus. 

Treatment. — Venesection  in  full  habits,  ano- 
dynes with  antispasmodics,  fomentations  to  the 
abdomen  and  perineum,  anodyne  liniments  to  the 
abdomen,  with  belladonna  to  the  os  uteri,  are  the 
best  remedies.  The  quantity  of  the  last  medicine 
is  a  drachm  to  an  ounce  of  axunge  or  prepared 
lard,  a  drachm  of  which  may  be  placed  on  lint 
and  applied  to  the  orifice  of  the  womb.  The 
effect  is  prompt  and  efficacious.  (Chaussier,  Con- 
quest, Mandt,  Blakett,  Ricker,  Velpeau,  &c.) 

Shortening  of  the  umbilical  cm'd,  ortwisting  of 
it  round  the  neck,  tnink,  or  limbs,  may  retard 
parturition.  When  this  occurs,  the  head  remains 
a  considerable  time  at  the  outlet  though  the  pains 
continue  active.     In  such  case  we  should  examine 
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the  neck,  to  ascertain  if  the  cord  be  twisted  round 
it ;  and  if  we  feel  the  cord,  and  that  the  labour 
does  not  advance,  it  ought  to  be  put  on  the 
stretch,  or  divided  as  soon  as  it  is  vrithin  reach. 

Distension  of  the  bladder  or  rectum  will  also 
retard  labour,  by  nan'owing  the  cavity  of  the 
pelvis.  The  pressure  of  the  infant's  head  will 
contuse  both  parts,  and  in  a  few  days  after  de- 
livery both  may  slough,  forming  vesico-vaginal 
and  recto-vaginal  fistulae. 

Treatment. — Catheterism  and  enemata  are  the 
obvious  remedies. 

Descent  of  one  or  both  arms  along  tvith  the 
head,  will  retard  parturition.  In  such  cases  the 
hand  or  hands  may  be  easily  returned  in  the  ab- 
sence of  pain ;  but  if  the  pains  are  urgent  or  in- 
cessant, delivery  wiU  take  place,  though  it  will  be 
protracted.  The  woman  ought  not  to  be  informed 
of  the  nature  of  the  case,  and  it  may,  in  general, 
be  remedied  without  her  knowledge. 

REMARKS  ON  NATURAL  PARTURITION. 

The  process  of  parturition  may  be  completed 
in  an  instant,  or  may  be  protracted  for  five  or 
more  days.  When  the  orifice  of  the  womb  "feels 
rough  and  soft,  like  muscular  tissue,  it  will  dilate 
rapidly  ;  and  when  smooth,  like  glove  leather,  it 
will   dilate  slowly.     It  is  impossible  to  determine 
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when  any  given  labour  "  will  be  over"  or  com- 
pleted. 

The  pains  differ  in  the  stages  of  labour. 

In  the  first  stage  the  pains  return  ever}-  half 
hour;  after  some  time,  every  twenty,  fifteen,  ten, 
five,  or  two  minutes,  they  increase  in  severity  and 
duration,  and  the  woman  moans,  firets,  or  bears  in 
silence. 

In  the  second  -stage,  afi|;er  the  rupture  of  the 
membranes  and  the  escape  of  the  waters,  the 
head  presses  forcibly  on  the  soft  parts  within 
the  pelvis,  the  pains  become  more  severe  and 
straining:  the  woman  becomes  more  impatient, 
screams  aloud,  holds  in  her  breath,  or  bears  in 
silence. 

When  the  head,  shoulders,  and  body  of  the  in- 
fant are  passing  through  the  outlet,  the  woman 
feels  as  if  her  whole  bowels  were  protruding,  she 
screams  aloud,  or  is  perfectly  silent. 

After  the  infant  is  bom,  the  pains  either  cease 
entirely  for  ten,  twenty,  or  thirty  minutes,  and 
then  return  with  less  severity.  These  are  termed 
after-pains,  and  are  caused  by  the  contraction  of 
the  uterus  for  the  expulsion  of  the  placenta  and 
membranes. 

Labour  pains  are  termed  weak,  strong,  small, 
short,  regular,  irregular,  mild,  sharp,  true,  false, 
spurious,  bearing  down,  lingering,  rapid,  violent, 
fierce,  thundering,  &c. 
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Labour  may  be  quick,  slow,  tedious,  lingering, 
difficult,  severe,  dry,  wet,  sick,  sleepy,  strong, 
weak,  good,  bad,  manual,  or  instrumental. 

In  multiparouSy  plural,  or  tteiti  labour,  the 
treatment  is  the  same  as  in  natural  parturition,  or 
when  the  infant  presents  by  the  head,  feet,  or 
breech,  and  it  seldom  happens  in  such  cases  that 
version  or  instruments  are  necessary. 

As  many  as  six  infants  have  been  bom  at  one 
parturition.  A  certain  provincial  physician  had 
lately,  in  his  eightieth  year,  four  living  infants  at 
one  birth. 

I  have  also  known  a  woman  delivered  of  one 
infant  on  Monday,  and  of  the  other  on  the  follow- 
ing Thursday,  without  a  bad  symptom  during  the 
interval,  and  both  infants  were  bom  alive.  Thirty- 
six  hours  elapsed  between  the  birth  of  a  first  and 
second  infant  in  another  case ;  but  the  latter  was 
bom  dead. 

Lastly,  labour  is  rendered  difficult  when  dif- 
ferent parts  of  two ,  or  more  infants  are  united, 
as  two  trunks  to  one  head,  two  heads  to  one 
trunk,  two  full  grown  infants  attached  by  the 
chest,  as  the  Siamese  tmns,  or  by  the  back,  as 
the  Hungarian  sisters,  and  the  case  at  Exeter, 
which  I  have  described,  and  is  now  being  exhi- 
bited in  London. 

In  plural  labours  there  are  in  general  different 
placentae  and  umbilical  cords,  and  each  of  these 
last  requires  different  and  double  ligatures.    Both 
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cords  are  sometimes  inserted,  in  twin  cases,  in 
one  placenta,  and  therefore  more  imperiously  re- 
quire a  double  ligature  on  each  as  already  recom- 
mended. After  the  birth  of  the  first  infant,  the 
membranes  of  every  other  are  to  be  ruptured. 
M.  R.] 

DIRECTIONS  FOR,  AND  ADMONITIONS    IN,    THE 
APPLICATION  AND  USE  OF  THE  FORCEPS. 

SECTION   I. 

1.  It  has  long  been  established  as  a  general 
rule,  that  instruments  are  never  to  be  used  in  the 
practice  of  midwifery;  the  cases  in  which  they 
are  used  are  therefore  to  be  considered  merely  as 
exceptions  to  this  rule. 

2.  But  such  cases  can  very  seldom  occur  in 
the  practice  of  any  one  person;  and  when  they 
do  happen,  neither  the  forceps  nor  any  other  in- 
strument is  ever  to  be  used  in  a  clandestine  man- 
ner. 

3.  The  first  stage  of  a  labour  must  be  com- 
pleted, that  is,  the  os  uteri  must  be  dilated  and 
the  membranes  broken,  before  we  think  of  apply- 
ing the  forceps. 

4.  The  intention  in  the  use  of  the  forceps  is, 
to  preserve  the  lives  both  of  the  mother  and 
child,  but  the  necessity  for  using  it  must  be 
decided  by  the  circumstances  of  the  mother  only. 

5.  It  is  meant,  when  the  forceps  is  used,  to 
supply  with  it  the  insufficiency  or  want  of  la- 
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bour  pains ;  but  so  long  as  the  pains  continue,  we 
have  reason  to  hope  they  will  produce  their  effect, 
and  shall  be  justified  in  waiting*. 

6.  Nor  doth  the  cessation  of  the  pains  always 
prove  the  necessity  of  using  the  forceps,  as  there 
may  be  a  total  or  temporary  cessation  of  the 
pains. 

7.  Tn  the  foraier,  the  pulse,  the  countenance, 
and  the  general  appearances  of  the  patient  indi- 
cate extreme  debility,  and  resemble  those  of  a 
person  worn  out  with  disease  or  fatigue. 

8.  But  in  the  latter  there  are  no  alarming  sym- 
ptoms, and  the  patient  often  enjoys  short  intervals 
of  refreshing  sleep. 

9.  A  mle  for  the  time  of  applying  the  forceps 
has  been  formed  from  the  following  circumstance; 
that,  after  the  cessation  of  the  pains,  the  head  of 
the  child  should  have  rested  for  six  hours  in  such 
a  situation,  as  to  allow  the  use  of  the  forceps  be- 
fore it  is  used. 

[Others  say  the  labour  should  have  continued 
twenty-four  hours.  Though  these  are  good  gene- 
ral rules,  it  appears  to  me  that  the  forceps  may 

•  [This  rule  is  liable  to  exceptions.  The  pains  may  be  strong, 
the  head  impacted  for  hours,  and  making  mischievous  pressure 
on  the  bladder,  rectum,  or  soft  parts  within  the  pelvis,  and  last- 
ly, endangering  rupture  of  the  uterus.  In  such  circumstances, 
the  obstetrician  would  not  be  justified  in  waiting,  no  more  than 
he  would  when  haemorrhage,  convulsions,  fainting,  or  sinking  of 
the  vital  powers  was  present.  In  such  cases,  immediate  delivery 
is  now  almost  universally  recommended.    M.  R.] 
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be  required  sooner  than  six  hours,  and  may  be 
used  with  great  advantage.     M.  R.] 

10.  But  this  and  every  other  rule  intended  to 
prevent  the  rash  and  unnecessary  use  of  the  for- 
ceps, must  be  subject  to  the  judgement  of  the 
person  who  may  have  the  management  of  any  in- 
dividual case. 

11.  Care  is  also  to  be  taken  that  we  do  not, 
through  an  aversion  to  the  use  of  instruments, 
too  long  delay  that  assistance  we  have  the  power 
of  affording  with  them.  [The  woman  may  die  in 
a  few  hours  unless  delivered.     M.  R,.] 

12.  The  difficulties  which  attend  the  applica- 
tion and  the  use  of  the  forceps  are  far  less  than 
those  of  deciding  upon  the  proper  time  when, 
and  the  cases  in  which,  they  ought  to  be  ap- 
plied. 

13.  The  lower  the  head  of  the  child  has  de- 
scended, and  the  longer  the  use  of  the  forceps  is 
deferred,  the  easier  will  in  general  their  applica- 
tion be,  the  success  of  the  operation  more  cer- 
tain, and  the  hazard  of  doing  mischief  less. 

[The  forceps  ought  never  to  be  applied  unless 
there  be  real  necessity,  of  which  the  patient  and 
her  friends  ought  to  be  informed,  so  as  to  give 
them  an  opportunity  of  procuring  additional  ad- 
vice if  they  should  think  proper. 

It  is  not  used  by  good  practitioners  oftener 
than  once  in  two  hundred  cases. 

The  ergot  of  rye  will  supersede  it  in  many  in- 
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stances.  It  ought  never  to  be  used  to  anticipate 
or  expedite  the  eflforts  of  Nature,  on  the  ground  of 
saving  the  obstetrician's  time.  This  would  be  in- 
terfering and  deranging  the  progress  of  a  natural 
function,  voluntarily  exposing  the  puerperal  state 
to  untoward  complications,  and  unnecessarily  in- 
curring a  chance  of  injuring  the  woman.    M.  R.] 

14.  The  forceps  should  always  be  applied  over 
the  ears  of  the  child;  it  must  therefore  be  im- 
proper to  apply  it  when  we  cannot  feel  an  ear. 

15.  But  when  an  ear  can  be  felt  by  a  common 
examination,  the  case  is  always  manageable  with 
the  forceps,  if  the  circumstances  of  the  mother 
require  its  use  *. 

16.  The  ear  of  the  child  which  can  be  felt,^  will 
be  found  towards  the  ossa  pubis,  or  under  one  of 
the  rami  of  the  ischia.     (See  Plate  VIII.) 

17.  The  ears  are  not  turned  to  the  sides  of  the 
pelvis  till  part  of  the  hind  head  has  emerged 
under  the  arch  of  the  ossa  pubis,  when  the  use  of 
the  forceps  can  very  seldom  be  required  f. 

*  [  The  forceps  can  only  be  applied  to  the  head  when  the  crown 
descends,  as  in  natural  labour,  or  when  the  body  of  the  infant  is 
bom,  and  the  base  of  the  skull  presents  at  the  outlet  of  the 
pelvis.  It  is  always  to  be  remembered,  that  the  use  of  the 
forceps  is  to  diminish  the  bulk  of  the  head,  which  it  effects  with, 
out  injury  to  the  life  of  the  infant,  as  the  sutures  between  the 
bones  are  unossified,  and  the  bones  will  readily  overlap  each 
other. 

f  As  often  as  possible  the  blades  or  sides  of  the  forceps  ought 
to  be  placed  on  the  sides  of  the  head  over  the  ears,  in  the  di- 
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18.  When  you  have  determined  on  using  the 
forceps,  and  explained  the  necessity  of  using  it 
to  the  patient  and  her  friends,  she  is  to  be  placed 
in  the  usual  position  on  her  left  side,  near  to  the 
edge  of  the  bed ;  and  the  instruments,  warmed  in 
water  and  smeared  with  some  unctuous  application, 
are  to  be  laid  conveniently  by  you  *. 

Note.  Women,  impelled  by  their  fears  and 
their  sufferings  in  difficult  labours,  will  very 
frequently  implore  you  to  deliver  them  \\itli  in- 
struments long  before  you  will  be  convinced  of 
the  necessity  of  using  them.     In  many  cases  I 


rection  of  the  occiput  and  chin,  as  in  Plate  VIII.  When  there 
is  any  embarrassment  or  doubt,  it  would  be  prudent  to  conduct 
them  along  the  lateral  parts  of  the  pelvis.  There  is  an  exception 
in  the  right  occipito-iliac  position,  for  which  we  place  the  blades 
on  the  occiput  and  forehead,  and  the  left  hand  branch  of 
the  instrument  ought  to  be  placed  first,  as  it  is,  which  will  be 
undermost.  In  whatever  way  the  instrument  is  applied,  its 
convexity  ought  to  be  finally  brought  towards  the  concavity  of 
the  sacrum  or  towards  the  back,  and  its  concavitj^  towards  the 
abdomen  of  the  mother.  If  the  occipito-frontal  diameter  be 
seized,  and  that  it  cannot,  on  descending,  turn  of  itself,  we  may 
leave  it  to  nature  at  the  inferior  strait,  so  as  to  apply  the  forceps, 
if  necessary,  in  the  other  direction.     M.  R.] 

*  [The  woman  is  placed  on  the  back  in  continental  Europe 
and  in  America,  which  position  I  also  prefer.  She  may  be 
situated  near  the  foot  or  side  of  the  bed,  with  her  lower  extre- 
mities flexed,  separated,  and  supported  on  a  chair.  The  obste- 
trician sits  between  them,  and  does  not  expose  the  patient. 
There  is  more  difficulty  in  applying  the  instrument  when  the 
woman  is  placed  on  the  side,  and  more  inconvenience  experienced 
in  using  it.    M.  R.] 
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have  found  it  expedient  and  encouraging  to  them 
to  fix  upon  some  distant  time  when  they  should 
be  dehvered,  if  the  child  were  not  before  bora ; 
six,  or  eight,  or  twelve  hours,  for  instance.  [It 
would  in  my  opinion  be  most  prudent  not  to 
specify  any  particular  time,  for  if  this  period  be 
so  long  as  eight  or  twelve  hours,  the  patient  will 
in  general  become  dejected,  or  lose  confidence  in 
her  own  powers,  and  not  unfrequently  in  the 
practitioner.  M.  R.]  In  some  cases  of  gi-eat 
apprehension  I  have  also  shewn  them,  upon  one 
of  my  knees,  all  that  I  intended  to  do  with  the 
forceps. 

The  following  rules  are  given  on  the  presump- 
tion that  the  head  of  the  child  presents  with  the 
face  inclined  or  verging  towards  the  hollow  of  the 
sacrum,  and  that  the  common  short  forceps  is  in- 
tended to  be  used ;  but  if  any  other  kind  of  forceps 
should  be  preferred,  the  rules  must  be  adapted  to 
the  instrument. 

[The  bladder  and  rectum  should  be  evacuated 
by  the  natural  efforts,  or  by  catheterism  and 
clysters,  before  the  use  of  any  obstetric  instru- 
ment. 

The  forceps  ought  to  be  brought  as  near  the 
temperature  of  the  body  as  possible  before  its  in- 
troduction, by  being  immersed  in  w^arm  water  or 
held  near  a  fire,  and  then  smeared  with  some  oily 
substance,  as  pomatum,  lard,  &c.     M.  R.] 
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SECTION    II. 

1.  Cany  the  fore  finger  of  the  right  hand  to 
the  ear  of  the  child. 

2.  Then  take  the  blade  of  the  forceps  to  be  first 
introduced  *,  by  the  handle  in  the  left  hand,  and 
conduct  it  between  the  head  of  the  child  and  the 
finger  already  introduced,  till  the  point  reaches 
the  ear. 

3.  The  fiirther  introduction  must  be  made  with 
a  motion  resembling  a  slight  degree  of  semi-rota- 
tion, and  the  point  of  the  blade  must  be  kept 
close  to  the  head  of  the  child,  by  gently  raising 
the  handle  as  the  instrument  is  advanced. 

,  4.  The  blade  of  the  forceps  must  be  carried  up 
till  the  lock  reaches  the  external  parts,  near  the 
inferior  edge  of  the  ossa  pubis. 

5.  Should  any  difficulty  occur  in  the  intro- 
duction of  either  of  the  blades,  we  must  withdraw 
them  a  little,  to  discover  the  obstacle,  and  never 
strive  to  overcome  it  with  violence. 

6.  When  the  first  blade  is  introduced,  it  must 
be  held  steadily  in  its  situation,  as  it  will  be  a 
guide  in  the  introduction  and  application  of  the 
second  blade. 

*  [When  the  woman  is  placed  on  the  back,  the  left  hand  blade 
ought  to  be  introduced,  according  to  MM.  Velpeau,  Hatin, 
Duges,  &c.    M.  R.] 
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7.  The  second  blade  of  the  forceps  must  be 
conducted  upon  the  fore  finger  of  the  left  hand, 
passed  between  the  head  of  the  child  and  the 
perineum,  in  the  same  cautious  manner  as  the 
first,  till  the  lock  reaches  the  perineum,  or  even 
presses  it  a  little  backward. 

8.  When  the  second  blade  is  properly  intro- 
duced, its  situation  should  be  opposite  to  the 
first. 

9.  In  order  to  lock  the  forceps,  the  handles 
of  which  are  at  a  considerable  distance  from 
each  other,  the  blade  first  introduced  must  be 
brought  down  and  carried  so  far  back  that  it 
will  lock  with  the  second  blade,  held  in  its  first 
position. 

10.  Care  should  be  taken  that  nothing  be  en- 
tangled in  the  lock  of  the  forceps,  by  carrying  the 
finger  round  it. 

11.  It  is  convenient  to  tie  the  handles  of  the 
forceps  together,  when  locked,  with  force  sufiicient 
to  keep  them  from  sliding  or  shifting  their  posi- 
tion.    (See  Plate  IX.) 

12.  If  the  blades  of  the  forceps  were  intro- 
duced so  as  not  to  be  opposite  to  each  other,  they 
could  not  be  locked. 

13.  Should  the  handles  of  the  forceps  when 
applied  come  close  together,  probably  the  bulk  of 
the  head  is  not  included  between  them,  and  there- 
fore, when  we  acted  with  them  they  would  slip. 

14.  If  the  handles  when  locked  are  at  a  great 
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distance  from  each  other,  they  are  not  well  ap- 
plied, and  will  probably  slip. 

15.  But  in  these  estimations  allowance  is  to  be 
made  for  the  different  dimensions  of  the  heads  of 
children. 

16.  The  forceps  will  never  shp  if  judiciously 
applied,  if  the  case  be  proper  for  its  use,  and  we 
act  circumspectly  with  it. 

Note. — The  difficulties  in  the  application  of 
the  forceps  arise,  from  attempting  to  apply  them 
too  soon ;  from  passing  them  in  a  hmry,  or  in  a 
wrong  direction;  or  from  entangling  the  soft 
parts  of  the  mother  between  the  instrument  and 
the  head  of  the  child.  Of  course,  we  are  always 
to  be  guarded  against  these  circumstances. 


SECTION    III. 

1.  There  is  no  occasion,  and  it  would  be 
hurtful  to  attempt  to  change  the  position  of  the 
head,  when  the  forceps  is  applied,  before  we  began 
to  extract. 

2.  For  if  the  action  with  the  forceps  be  slow, 
the  head  of  the  child  will  turn  in  the  same  man- 
ner, and  for  the  same  reasons,  as  in  a  natural 
labour. 

3.  Therefore  the  forceps  being  fixed  upon  the 
head  must  also  change  its  position  according  to 
its  descent,  and  the  handles  be  gradually  turned* 
from  the  ossa  pubis  and  sacrum,  where  they  were 
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first  placed,  to  the  sides  of  the  pelvis.     (See  Plates 
v.,  VI.,  VIII.,  and  IX.) 

4.  The  handles  of  the  forceps  likewise,  though 
originally  placed  far  back  towards  the  sacrum, 
that  is,  in  the  direction  of  the  cavity  of  the 
pelvis,  will  be  gradually  turned,  as  the  child  ad- 
vances, more  and  more  towards  the  pubes,  that  is, 
in  the  direction  of  the  vagina  [and  towards  the 
abdomen] . 

5.  The  first  action  with  the  forceps  must  be  to 
bring  the  handles,  firmly  grasped  in  one  or  both 
hands,  slowly  towards  the  pubes,  till  they  come 
to  a  full  rest. 

[Traction  is  always  to  be  made  in  the  axes  of 
the  pelvis,  and  when  the  head  approaches  the 
outlet,  the  forceps  should  be  moved  at  first  from 
side  to  side,  and  when  the  vulva  becomes  dis- 
tended, the  handle  of  the  instrument  is  to  be 
lowered  to  allow  the  occiput  or  hind-head  to 
escape  under  the  pubes  and  then  raised  towards 
the  abdomen,  the  perineum  being  properly  sup- 
ported at  the  same  time.     M.  R.] 

6.  After  waiting  till  the  pains  return,  or  an 
imaginary  interval  if  there  should  be  a  total  want 
of  pain,  the  handles  are  to  be  carried  back  in  the 
same  slow  and  cautious  manner  till  the  lock 
reaches  the  perineum,  using  at  the  same  time  a 
certain  degree  of  extracting  force. 

[It  is  always  to  be  remembered  that  the  peri- 
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neum  dilates  gradually  and  slowly  in  natural 
labour ;  and  that  the  example  of  nature  is  to  be 
exactly  imitated.  When  the  head  presses  on  it, 
the  forceps  ought  not  to  reach  it,  but  be  in  the 
centre  of  the  vagina  and  when  the  occiput  has 
cleared  the  pubes,  the  handles  of  the  instrument 
are  to  be  raised  towards  the  abdomen.  If 
traction  were  made  against  the  perineum  as 
here  recommended,  this  part  may  be  lacerated. 
M.  R.] 

7.  The  subsequent  actions  must  be  from  handle 
to  handle,  or  occasionally  by  simple  traction ;  but 
the  action  of  that  blade  which  was  towards  the 
pubes,  must  be  stronger  and  more  extensive 
throughout  the  operation,  than  the  action  with 
the  other  blade,  which  has  no  fulcrum  to  support 
it. 

8.  By  a  repetition  of  these  actions,  always 
directed  according  to  the  position  of  the  handles, 
with  their  force  increased,  diminished  or  con- 
tinued, according  to  the  exigence  of  the  case,  we 
shall  in  a  short  time  perceive  the  head  of  the  child 
descending. 

[The  traction  should  always  be  made  slowly 
and  cautiously,  in  the  axes  of  the  pelvis,  so  as  to 
avoid  contusing  or  lacerating  the  soft  parts  ap- 
pended to  it.     M.  R.] 

9.  When  the  head  begins  to  descend,  the  force 
of  the  action  with  the  forceps  must  be  abated. 
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and  as  that  advances,  the  direction  of  the  handles 
must  change  by  degrees  more  and  more  to  each 
side,  and  towards  the  pubes. 

10.  The  lower  the  head  of  the  child  descends, 
the  more  gently  we  must  proceed,  in  order  to  pre- 
vent any  injury  or  laceration  of  the  perineum  or 
external  parts,  which  are  likewise  to  be  supported 
in  the  same  manner  as  in  a  natural  labour. 

11.  In  some  cases,  the  mere  excitement  occa- 
sioned by  the  application  of  the  forceps,  or  the 
very  expectation  of  their  being  applied,  will  bring 
on  a  return  or  an  increase  of  the  pains  sufficient 
to  expel  the  child  without  their  assistance. 

12.  In  other  cases  we  are  obliged  to  exert  very 
considerable  force,  and  to  continue  it  for  a  long 
time ;  so  that  one  operation  may  be  safely  and 
easily  finished  in  twenty  minutes,  or  even  a  less 
time,  and  another  may  require  more  than  an  hour 
for  its  completion,  and  the  repeated  exertions  of 
very  considerable  force. 

13.  In  some  cases  it  happens  also,  that  the 
obstacle  to  the  delivery  exists  at  one  particular 
part  of  the  pelvis,  and  when  that  is  surmounted, 
the  remainder  of  the  operation  is  easy ;  but  in 
other  cases  there  is  some  difficulty  through  the 
whole  course  of  the  pelvis. 

14.  Before  the  exertion  of  much  force,  we  are 
always  to  be  convinced,  that  a  small  or  a  mo- 
derate degree  of  force  is  not  equal  to  our  pur- 
pose. 
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15.  In  every  case  in  which  the  forceps  has 
been  applied,  it  is  not  to  be  moved  before  the 
head  is  extracted,  even  though  we  might  have 
little  or  no  occasion  for  them. 

16.  When  the  head  of  the  child  is  bom,  the 
forceps  is  to  be  removed,  and  the  remaining  cir- 
cumstances are  to  be  managed  as  if  the  labour  had 
been  natural. 

Note.  The  general  arguments  against  the  use 
qf  instruments  have  been  drawn  from  their  abuse : 
it  appears,  however,  that  necessity  will,  in  some 
instances,  justify  the  use  of  the  forceps ;  that 
when  such  necessity  exists,  their  use  is  not  only 
justifiable,  but  often  highly  advantageous;  that 
delay  to  apply  them,  and  slowness  in  their  appli- 
cation and  use,  will  secure,  as  far  as  is  possible, 
both  the  mother  and  child  from  untoward  acci- 
dents ;  but  that  mischief  cannot  be  prevented  if 
they  are  applied  too  soon,  or  the  operation  with 
them  be  performed  in  a  hurry. 

[It  is  perhaps  impossible  in  the  present  state 
of  science  to  determine  the  exact  proportion  of 
cases  that  require  the  forceps.  Clarke,  of  Dublin, 
states  there  was  but  one  case  requiring  the  for- 
ceps in  728  ;  Smellie,  one  in  125  ;  others,  one  in 
158,  188,  and  333 ;  Merriman,  one  in  ninety- 
three  ;  Burns,  one  in  fifty-three  ;  Hagen,  ninety- 
three  in  350  ;  Nsegele,  one  in  fifty-three  ;  at  the 
Hotel  Dieu  in  1829,  one  m  280  ;  at  1'  Hopital  St. 
Louis  in  1828,  one  in  240  ;  at  Liege,  in  1808,  two 
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in  216;  at  Strasburgh,  in  1825,  two  in  eighty-five; 
at  Froeyes,  two  in  1262. 

Richter  employed  it  in  fifteen  cases  in  2571 
at  Moscow,  and  thirty -four  in  624  in  his  private 
practice ;  Carus,  in  nineteen  in  220,  in  1827;  Sie- 
bold,  in  fifteen  in  137  ;  Kluge,-in  fifteen  in  268  ; 
Kilian,  in  120  in  12,000;  Riecke,  in  2740  in 
220,000 ;  Halt,  in  one  in  398  ;  Cusack,  in  three  in 
313;  Ciniselli,  in  one  in  94 ;  and  Merrem,  in  four- 
teen in  157.  The  judgement  of  the  obstetrician 
must  determine  the  necessity  of  using  the  forceps 
or  performing  any  obstetric  operation.    M.  R.] 

It  would  be  a  very  desirable  thing  that  every 
student  should  have  an  opportunity  of  seeing  the 
operation  with  the  forceps  performed  before  he 
goes  into  practice ;  but  that  is  not  always  possi- 
ble. Yet  if  he  has  been  properly  instructed  in 
the  principles  of  the  application  and  use  of  the 
forceps,  reflects  seriously  before  he  determines  on 
performing  the  operation,  and  proceeds  slowly 
but  not  timidly  in  it,  he  can  hardly  fail  to  succeed. 
Hurry,  in  any  operation,  is  a  very  common  sign 
both  of  want  of  information  and  of  fear ;  and  at- 
tention is  to  be  paid  to  the  order  of  the  rule  in 
Celsus,  1.  tutof  2.  cito,  Z.jucunde. 

[When  the  practitioner  is  properly  instructed 
and  observes  the  application  of  the  forceps  on  the 
obstetric  machine  and  human  foetus  covered  with 
leather,  he  can  scarcely  mistake  in  using  it  on  the 
living  subject.     M.  R.] 
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[positions  of  the  head  at  the  outlet  of  the 
pelvis,  which    require    the    forceps    or 

LEVER. 

1.  When  the  occiput  is  turned  to  the  pubes, 
{occipito-anterior,)  see  Plate  VII.  2.  When  the  oc- 
ciput is  turned  to  the  sacrum,  {occipiio-posterior,) 
Plate  X.  3.  When  the  occiput  faces  the  ischium, 
{occipito-ischiatic,  right  or  left,)  and  4^,fronto-iS' 
chiaticj  right  or  left.  The  positions  are,  when 
the  occiput  or  forehead  is  turned  to  the  pubes 
or  sacrum,  or  when  either  is  turned  diagonally  at 
the  outlet  to  the  ischium. 

1.  Occipito-anterior — back  of  the  head  to  the 
pubes. — Forceps  applied  as  advised  in  the  text, 
(see  Plate  VII.) 

2.  Occipito-posterior — face  to  the  pubes. — For- 
ceps applied  as  in  the  last,  occiput  extracted  first 
according  to  some  authors,  chin  according  to 
others,  (see  Plate  X.) 

3.  Occipito-ischiatic — convexity  of  forceps  to- 
wards the  face,  this  last  turned  into  the  cavity  of 
the  sacrum,  as  in  the  first,  or  occipito-anterior 
presentation,  (see  Plate  IX.) 

4.  Fronto-ischiatic — convexity  of  forceps  to- 
wards the  occiput ;  this  last  turned  into  the  cavity 
of  the  sacrum,  and  the  head  extracted,  as  in  se- 
cond or  occipito-posterior  position. 
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POSITIONS    OF   THE  VERTEX   AT    THE    BRIM   OR    SU- 
PERIOR  STRAIT    OF   THE   PELVIS. 

These  are  direct  and  diagonal,  as  at  the  inferior 
strait.  In  this  country,  the  long  forceps  or  lever 
is  recommended,  on  the  Continent  version  is  pre- 
feri'ed,  imless  the  pelvis  is  contracted  by  mal- 
formation or  accidental  deformity,  (see  my  Manual 
of  Obstetricy,  p.  554.) 

The  forceps  is  applied  in  the  same  relations  to 
the  head  and  pelvis,  as  at  the  inferior  strait,  and 
the  handles  rest  on  the  inferior  commissure  of  the 
genital  fissm-e,  or  in  the  axis  of  the  brim.  When 
the  head  is  adapted  to  the  pelvis,  and  brought 
into  the  cavity,  or  on  the  outlet,  the  handles  of 
^the  instrument  are  in  the  centre  of  the  vagina,  or 
axis,  of  the  outlet,  (see  Plate  IX.) 

IMPACTION     OF     THE      HEAD     AT     THE     SUPERIOR 
STRAIT   OR   BRIM    OF   THE    PELVIS. 

The  forehead,  or  occiput,  is  to  the  pubes  or 
sacrum ;  the  long  diameter  of  the  head  is  to  the 
short  of  the  pelvis,  (see  p.  3.) 

The  positions  may  be  changed  with  the  hand, 
long  forceps,  or  lever.  When  the  forceps  is  em- 
ployed, it  should  correspond  to  the  pelvis,  as  in 
the  positions  of  the  vertex  at  the  brim,  (seep.  90.) 

When  the  head  cannot  be  adapted  to  the  pelvis, 
craniotomy  is  performed  in  this  country.    WTien 
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the  forehBad  or  occiput  corresponds  to  the  right 
or  left  side  of  the  brim  of  the  pelvis,  the  same 
rules  apply  as  in  presentations  of  the  vertex  at 
the  brim,  or  superior  strait  of  the  pelvis.  The 
object  is,  to  adapt  the  long  diameter  of  the  head 
to  the  long  of  the  pelvis,  (see  pp.  3 — 9.) 

In  these  cases,  the  occiput  or  forehead  corre- 
sponds to  the  right  or  left  ilium,  that  is,  in  the 
line  from  hip  to  hip.  These  cases  are  of  very 
rare  occurrence ;  and  the  promontory  of  the  sa- 
crum, or  sacro-vertebral  angle,  the  coccyx  and 
perineum,  will  not  permit  us  to  apply  the  forceps 
over  each  ear,  as  generally  advised ;  nor  could  we 
use  the  instrument  in  the  axis  of  the  superior 
strait.  In  these  cases,  it  has  been  strongly  re- 
commended to  apply  the  forceps  over  the  forehead 
and  back  of  the  head,  and  so  soon  as  the  head  is 
brought  into  the  cavity  of  the  pelvis,  to  remove 
the  instrument.  This  will  require  the  greatest 
circumspection  and  caution. 

Professor  Capuron,  and  others,  prefer  returning 
or  raising  the  head,  and  then  applying  the  branches 
over  each  ear.  Experience  has  convinced  me, 
that  the  head  cannot  always  be  returned  or  raised; 
that  the  former  mode  of  applying  the  forceps 
must  be  adopted  in  some  cases  ;  but  that  M.  Ca- 
puron's  method  is  practicable  and  preferable, 
whenever  it  can  be  adopted. 

The  adaptation  of  the  forceps,  the  head  of  the 
infant  to  the  pelvis,  must  be  regulated,  in  all  cases, 
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in  the  manner  recommended  in  describing  pre- 
sentations at  the  outlet  and  brim  of  the  pelvis. 

POSITIONS  OF  THE  FACE  AT  THE  INFEPJOR  AND 
SUPEEIOR  STRAITS  OR  APERTURES  OF  THE 
PELVIS. 

The  face  may  present,  like  the  head,  in  six  dif- 
ferent positions ;  two  direct,  and  four  diagonal. 

The  indications  of  treatment  are,  1,  to  adapt 
the  head  to  the  pelvis,  or  to  bring  down  the  feet, 
as  in  the  operation  of  version.  If  the  former  fail, 
it  is  the  practice,  in  this  country,  to  perforate  or 
open  the  head ;  and  in  Continental  Europe,  to 
bring  down  the  feet.  In  my  opinion,  the  latter 
operation  is  preferable,  and  ought  always  to  be 
attempted  before  the  destnictive  one  of  perfora- 
tion is  performed. 

Presentations  of  the  face  may  be  rectified  by 
the  lever.  When  the  head  is  rectified,  the  labour 
may  be  left  to  nature. 

POSITIONS  OF  THE  FACE  AT  THE  INFERIOR  STRAIT. 

.  The  face  presents,  in  six  positions,  at  the  in- 
ferior strait  or  outlet  of  the  pelvis.  The  forehead 
is  turned  to  the  pubes,  (see  Plate  X.,)  or  sacrum, 
the  occiput  to  the  reverse.  The  manoeuvres  are 
the  same  as  when  the  head  presents  at  the  outlet. 
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except  that  one  blade  of  the  forceps  is  applied 
over  the  forehead,  and  the  other  over  the  occiput. 
The  occiput  is  lowered,  and  the  forehead  placed 
in  the  cavity  of  the  sacrum.  The  handles  are 
now  loosened,  and  the  blades  applied  over  the 
ears,  or  the  blades  are  withdrawn  and  applied  as 
in  the  first  direct  position  of  the  vertex,  the  oc- 
cipito-anterior,  (see  p.  90.) 

When  the  forehead  faces  the  sacrum,  (Plate  XI. 
gives  an  idea  of  it,)  the  forceps  is  applied,  with 
its  convexity,  towards  the  sacrum,  the  face  is 
raised  under  the  pubes  by  elevating  the  handles 
of  the  instrument,  and  the  rest  of  the  operation  is 
performed  as  in  the  second  direct  position  of  the 
head  at  the  outlet,  the  occipito-posterior,  (see 
p.  90.) 

Diagonal  positions  of  the  face  at  the  outlet. — 
The  forehead  corresponds  to  either  cotyloid  ca- 
vity or  acetabulum,  (see  Plate  XII.,)  the  occiput  to 
the  opposite  sacro-iliac  symphysis.  The  forceps 
is  appUed  over  the  ears,  or  occipito-frontal  dia- 
meter. The  face  is  to  be  turned  into  the  con- 
cavity of  the  sacrum,  or  to  the  pubes,  if  over  the 
forehead  and  occiput,  and  the  blades  of  the  for- 
ceps, they  being  first  withdrawn,  are  applied  over 
the  ears. 

In  the  third  diagonal  presentation,  the  occiput 
is  turned  to  either  sacro-iliac  symphysis,  and  the 
forehead,  to  the  opposite  acetabulum.    The  for- 
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ceps  is  to  be  applied  as  in  the  first.  The  face  is 
to  be  turned  into  the  second  direct  position,  (see 
p.  93. 

The  fourth  diagonal  position  is  managed  the 
reverse  of  the  third. 

THE    POSITIONS    OF    THE    FACE    AT    THE    SUPERIOR 
STRAIT. 

The  positions  are  the  same  as  at  the  inferior 
strait,  except  that  the  parts  are  less  engaged.  In 
these  cases,  the  head  is  to  be  adapted  to  the 
pelvis. 

APPLICATION    OF  THE  FORCEPS  ON  THE    HEAD,  THE 
TRUNK  BEING  EXPELLED  FROM  THE  UTERUS. 

When  the  face  is  in  the  cavity  of  the  sacrum, 
the  forceps  is  to  be  applied  over  the  ears,  the  body 
of  the  infant  is  to  be  raised  towards  the  abdomen 
of  the  mother,  and  traction  made  by  raising  the 
chin  towards  the  pubes,  so  that  the  back  of  the 
'infant  is  applied  to  the  abdomen  of  the  mother. 
When  the  face  is  to  the  pubes,  the  traction  is  to 
be  made  as  in  the  occipito-posterior  position  at 
the  outlet,  (see  p.  90.) 

When  the  diagonal  positions  are  to  be  treated, 
the  face  is  to  be  turned  into  the  cavity  of  the 
sacrum,  or  to  the  pubes,  and  the  operation  ter- 
minated as  in  the  occipito-posterior,  or  occipito- 
anterior position  at  the  outlet. 
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POSITIONS  OF  THE  HEAD  AT  THE  SUPERIOR  STRAIT 
OR  BRIM  OF  THE  PELVIS,  THE  BODY  BEING 
EXPELLED    FROM    THE    UTERUS. 

The  positions  are  the  same  as  at  the  outlet — two 
direct,  and  four  diagonal.  1.  The  occiput  is 
turned  to  the  pubes,  the  forehead  to  the  sacrum. 
— 2.  The  reverse. — 3.  The  forehead  is  turned  to 
either  of  the  two  sacro-iliac  symphyses,  the  occi- 
put to  the  opposite  acetabulum,  or  cotyloid  cavity. 

1.  The  occipito-anterior  position. — The  head  is 
to  be  turned  with  the  hand,  long  forceps  or  lever 
to  either  sacro-iliac  symphysis,  that  is,  into  the 
long  diameter  of  the  brim  or  superior  strait  of  the 
pelvis.  The  occiput  will  be  to  the  opposita  ace- 
tabulum. The  head  rapidly  descends  into  the 
cavity  of  the  pelvis.  The  obstetrician  now  places 
his  index  and  middle  finger  of  the  right  hand  on 
each  side  of  the  neck,  close  to  the  base  of  the 
skull,  the  fore  finger  of  the  left  being  placed  in 
the  mouth,  with  which  the  chin  is  depressed  to- 
wards the  chest,  the  body  of  the  infant  resting 
on  the  left  arm.  The  obstetrician,  during  the 
next  parturient  pain,  raises  the  body  of  the  infant 
towards  the  abdomen  of  the  mother,  and  the  chin 
towards  the  pubes ;  when  the  forehead,  vertex, 
and  rest  of  the  head  readily  escape  through  the 
genital  aperture,  the  back  of  the  infant  being 
brought,  in    contact  with    the    abdomen    of  the 
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mother.  This  traction  is  cautiously  made  in  the 
course  of  the  curved  line,  formed  by  the  axes  of 
the  brim,  cavity,  and  outlet  of  the  pelvis,  (see 
p.  11,)  on  which  the  head  passes  in  natural  la- 
bour, (see  p.  12,)  and  on  which  traction  with  the 
forceps,  lever,  or  craniotomy  forceps  is  also  made. 
Occipito-posterior  position. — When  the  face  is 
turned  towards  the  pubes,  the  body  of  the  infant 
is  also  supported  on  the  left  arm,  the  fore  finger 
of  the  right  hand  is  passed  against  the  lower  jaw, 
to  close  the  mouth,  the  occiput  is  raised  towards 
the  pubes,  and  the  abdomen  of  the  infant  is 
brought  in  contact  with  that  of  the  mother. 

Some  practitioners  advise  the  face  to  be  turned 
into  the  cavity  of  the  sacrum,  if  possible,  and  the 
labour  terminated  as  in  the  former  position,  (occi- 
pito-anterior,)  the  body  of  the  infant  being  ma- 
naged as  in  the  last  position.  If  the  face  can  be 
turned  into  the  cavity  of  the  sacrum,  in  the  ab- 
sence of  labour  pain,  the  operation  will  be  much 
more  readily  performed  than  as  above  recom- 
mended. 

The  diagonal  presentations,  which  are  four  in 
number,  like  those  of  the  vertex,  are  to  be  made 
occipito-anterior  or  occipito-posterior,  either  with 
the  hand,  forceps,  or  lever,  adapting  the  long 
diameter  of  the  head  to  that  of  the  pelvis,  (see 
p.U.)     M.  R.] 
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SECTION    IV. 

ON  THE  APPLICATION  AND  USE  OF  THE  VECTIS 
OR  LEVER. 

1.  We  shall  have  a  just  idea  of  the  vectis,  by 
considering  it  as  one  blade  of  the  forceps,  a  little 
lengthened  and  enlarged,  with  the  handle  placed 
in  a  direct  line  with  the  blade,  that  is,  without 
any  lateral  curvature. 

2.  The  general  condition  and  circumstances  of 
labours  before  stated,  as  requiring  and  allowing 
the  i^^e  of  the  forceps,  will  hold  equally  good 
when  the  vectis  is  intended  to  be  used. 

3.  In  the  application  of  the  vectis  two  fingers, 
or  the  fore-finger  of  the  right  hand  is  to  be  passed 
to  the  ear  of  the  child.  • 

4.  Then  taking  the  vectis  by  the  handle,  or 
with  the  blade  shortened,  in  the  left  hand,  con- 
duct it  slowly  till  the  point  of  the  vectis  reaches 
the  ear,  however  that  may  be  situated. 

5.  The  instrument  is  then  to  be  advanced,  as 
was  advised  with  the  forceps,  till  according  to 
your  judgment  the  extremity  of  the  blade  reaches 
as  far,  or  a  little  beyond,  the  chin  of  the  child. 

6.  Then  grasping  the  handle  of  the  instrument 
firmly  in  the  right  hand,  wait  for  the  accession 
of  a  pain. 

7.  During  the  continuance  of  the  pain  raise  the 
handle  of  the  instrument  gently  but  firmly  towards 
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the  pubes,  drawing  at  the  same  time  with  some 
degree  of  extracting  force. 

8.  When  the  pain  ceases  let  the  instrument  rest, 
and  on  its  return  repeat  the  same  kind  of  action, 
alternately  resting  and  acting  in  imitation  of  the 
manner  of  the  pains. 

9.  By  a  repetition  of  this  kind  and  manner  of 
action  the  head  of  the  child  is  usually  advanced, 
and  the  face  turning  gradually  towards  the  hollow 
of  the  sacrum,  the  position  of  the  handle  of  the 
vectis  will  be  altered,  and  the  direction  of  the 
action  with  it  of  course  should  be  changed. 

10.  When  the  head  is  perceived  to  descend, 
we  must  proceed  more  slowly  and  carefully,  ac- 
cording to  the  degree  of  descent,  in  order  to  pre- 
vent any  injury  to  the  sxtenial  parts,  which  is  to 
be  prevented,  as  was  directed  when  the  forceps 
are  used. 

11.  But  if  by  the  continuance  of  the  moderate 
force  before  recommended,  the  head  should  not 
descend,  it  must  be  gradually  and  cautiously  in- 
creased till  it  becomes  sufficient  to  bring  down 
the  head. 

12.  In  the  action  with  the  vectis  the  back  part 
of  the  instrument  must  rest  upon  the  symphysis 
of  the  ossa  pubis,  or  upon  the  ramus  of  the  is- 
chium, according  to  its  position,  as  upon  a  ful- 
crum, for  its  support. 

13.  By  passing  the  flat  part  of  the  hand  to  the 
back  of  the  blade  of  the  instrument  when  in  ac- 
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tion,  we  shall  be  occasionally  able  to  lessen  or 
take  oflF  this  pressure,  which  must  otherwise  be 
made  upon  the  parts  of  the  mother  *. 

14.  Some  have  recommended  the  vectis  to  be 
used  when  the  head  of  the  child  was  higher  up 
in  the  pelvis  than  is  before  stated,  as  justifying 
the  use  either  of  this  instrument  or  the  forceps. 

15.  They  have  also  recommended  the  vectis 
when  the  head  of  the  child  was  firmly  locked  in 
the  pelvis,  and  have  asserted  that  by  its  use  there 
is  often  obtained  a  very  good  chance  of  preserving 
the  life  of  a  child,  which  must  otherwise  be  in- 
evitably lost. 

16.  Others  have  by  frequent  use  acquired  such 
dexterity,  as  to  be  able  to  extract  the  head  of  a 
child,  in  the  situation  first  stated,  with  a  single 
sweep  of  the  instrument. 

17.  Some  have  also  advised  the  introduction  of 
the  vectis  between  the  sacrum,  or  sacro-sciatic 
ligaments,  and  the  head  of  a  child,  from  a  belief 
that  it  could  be  equally  or  more  advantageously 
used  in  this  position  than  in  that  first  stated  f. 

18.  But  having  ever  considered  the  use  of  all 
instruments  as  a  thing  to  be  lamented,  and  when 

*  [Pressure  upon  the  parts  of  the  mother  ought  to  be  avoided 
as  much  as  possible  in  all  cases,  and  the  hand  of  the  practitioner 
may  in  general  form  the  fulcrum.     M.  R.] 

f  [When  the  face  is  in  the  cavity  of  the  sacrum,  and  the  head 
does  not  advance,  the  introduction  of  the  lever  over  the  fore- 
head, face,  or  chin,  enables  the  operator  to  make  traction  to- 
wards the  pubes,  and  to  expedite  delivery.     M.  R.] 
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I  did  use  them,  esteemed  the  safety  of  using  them 
as  my  principal  object,  I  cannot  deviate  from 
these  principles,  or  enter  upon  a  discussion  of 
points  of  practice,  of  which,  as  far  as  I  am  com- 
petent to  judge,  I  cannot  approve. 

Note.  Before,  and  immediately  after  the  pub- 
lication of  my  second  Essay  on  Difficult  Labours, 
several  gentlemen,  with  whom  I  converse,  and  to 
whom  I  ought  to  pay  great  respect,  reprehended 
in  very  decided  terms  what  I  have  advanced  with 
regard  to  the  forceps  and  vectis.  Some  main- 
tained that  the  forceps  is  an  instrument  far  supe- 
rior to  the  vectis,  of  which  I  was  accused  of 
speaking  too  favourably.  Others,  of  equal  re- 
spectability, accused  me  of  speaking  with  timidity, 
or  restraint,  of  those  advantages  which,  they  as- 
serted, the  vectis  had  over  the  forceps.  This  very 
strong  evidence  could  only  be  invalidated  by  its 
contradiction,  but  the  very  respect  which  I  bear 
to  the  witnesses,  compelled  me  to  pass  over  their 
evidence,  and  to  rely  upon  my  own  experience 
and  judgment. 

I  did  not  speak  of  the  mechanism  of  the  in- 
struments, or  of  the  operation  performed  when 
we  had  applied,  and  acted  with  them,  as  these 
have  hitherto  been  very  imperfectly  and  often  er- 
roneously explained.  The  subject  came  under 
consideration  in  the  ordinaiy  course  of  the  work, 
and  having  frequently  used  both  the  instruments, 
1  stated  the  matter  equitably,  according  to  the 
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best  of  my  abilities,  and  in  such  a  way,  that  I 
thought  students,  who  were  principally  concerned 
in  the  discussion,  being  left  with  the  choice  of 
either  instrument,  according  to  the  doctrines  of 
the  particular  professors  whom  they  might  attend, 
could  not  be  misled.  It  is  not  to  be  expected 
that  men  versed  in  practice  should  change  their 
opinions  or  alter  their  practice,  or,  in  short,  pay 
much  regard  to  disputes  about  instruments,  if  any 
were  disposed  to  raise  them. 

It  then  was,  and  yet  remains  my  opinion, 
founded,  as  I  before  observed,  on  my  experience 
with  both  instruments,  that  the  superior  excel- 
lence which  has  been  attributed  to  each  of  these 
instruments,  ought  chiefly  to  be  ascribed  to  the 
dexterity  which  may  be  acquired  by  the  habit  of 
using  either  of  them.  It  is  also  my  opinion  that 
we  may,  in  genered,  either  with  the  forceps  or 
vectis,  eflfectuaUy  and  conveniently  give  that  as- 
sistance which  is  required  in  cases  of  diflicult 
parturition,  allowing  and  justifying  their  use.  In 
particular  cases  it  may  perhaps  be  proved  that 
one  instrument  is  more  commodious  than  another. 

But  if  the  vectis  be  depreciated  by  those  who 
have  never  used  it,  and  are  not  expert  in  its  use, 
because  they  prefer  the  forceps ;  or  if  the  known 
properties  of  the  forceps  be  not  allowed  by  those 
who  do  not  use  them,  because  they  prefer  the 
vectis ;  the  proper  inference  would  not  be,  that 
either  of  the  instruments  ought  to  be  condemned, 
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but  that  we  are  in  possession  of  two  insti*uments 
well  adapted  to  answer  the  same  purpose,  if  they 
are  prudently  used;  or,  that  neither  of  them 
ought  to  be  used. 

In  those  cases,  in  which  the  face  is  turned  to- 
wards the  pubes,  or  in  which  the  face  of  the  child 
is  the  presenting  part,  it  is  generally  more  conve- 
nient to  deliver  with  the  vectis,  or  with  one  blade 
of  the  forceps,  than  with  both  blades  *. 

[The  lever  is  used  to  depress  the  occiput  when 
it  is  turned  towards  the  back  of  the  infant  in  face 
presentations.  It  may  be  applied  at  the  inferior 
or  superior  straits  or  apertures  of  the  pelvis.  It 
is  usually  placed  on  the  occiput,  temple,  forehead, 
mastoid '  process,  or  chin.  Traction  ought  to  be 
made  with  it  in  the  axes  of  the  pelvis.  It  is  ge- 
nerally considered  to  be  a  dangerous  instrument  to 
the  mother  and  infant,  and  is  seldom  employed  at 
present.  The  forceps  is  generally  preferred  in 
this  and  other  countries. 

The  bltmt  AooA;.— This  instrument  is  occasion- 
ally, though  very  rarely,  applied  under  the  arm 
of  the  infant  in  natural  presentations,  and  over 
the  hips  when  the  breech  descends,  or  when  the 
pelvis  of  the  infant  is  passing  through  that  of  the 
mother.     (See  Plate  XIV.) 

*  [The  forceps  is  generally  preferred  by  all  modern  practitionr 
ers,  though  all  consider  the  lever  a  valuable  instrument.  Ford, 
Douglas,  Sims,  Croft,  Denman,  and  others,  preferred  the  lever. 
M.  R.] 
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Fillets. — Bands  of  different  sorts  were  applied 
over  each  thigh,  and  on  the  foot  and  wrist,  in 
former  times,  to  assist  in  bringing  down  the  in- 
fant. They  are  scarcely  ever  used  at  present. 
Some  modem  practitioners  advise  a  silk  handker- 
chief to  be  passed  over  and  round  each  thigh  in 
breech  cases,  to  expedite  labour.  This  proceed- 
ing will  be  unnecessary  if  the  obstetrician  turns 
one  hip  of  the  infant  to  the  pubes  of  the  mother 
at  the  outlet.     (See  p.  16.) 

Symphyseotomy.  Sigaultian  operation. — When 
the  pelvis  is  deformed,  some  foreign  obstetricians 
cut  through  the  symphysis  pubis  with  a  scalpel  or 
saw,  to  enlarge  the  cavity  of  the  pelvis.  The 
sacro-iliac  joints  are  distended,  or  sometimes  la- 
cerated, by  the  expansion  of  the  pelvis,  after 
symphyseotomy :  the  woman  may  die  of  inflam- 
mation, or  be  lame  for  life,  after  this  operation. 
It  is  not  performed  in  this  country  :  craniotomy  is 
preferred. 

CcBsarean  section.  Gastro-hysterotomy.  Hy- 
erotomokie. — This  operation  consists  in  making 
an  incision  along  the  linea  alba  through  the  abdo- 
men and  uterus,  to  extract  an  infant.  Hence  it  is 
termed  gastro-hysterotomy.  There  is  a  modifica- 
tion of  the  operation,  which  consists  in  making 
an  incision  through  the  vagina  and  uterus,  and 
this  is  denominated  vaginal  hysterotomy. 

Gastro-hysterotomy  is  never  performed  in  the 
British  dominions  unless  when  the  pelvis  is  so 
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contracted  that  it  is  impossible  to  extract  an  in- 
fant through  it  by  craniotomy. 

It  is  perfoi-med  on  the  continent  of  Europe  and 
ii|'  Aiperica,  to  save  the  life  of  the^  infant,  and  in 
cases  in  which  craniotomy  would  be  performed  in 
this  pountry.  In  extreme  cases.of  pelvic  deforin- 
ity,  craniotomy  i^  otonsidered  to  be  as  dangerous 
to  the  woman  as  gastro-hysterotomy. 

There  is  a  full  history  of  this  operation  in  my 
"  Manual  of  Obstetricy,"  which  would  occupy 
too  much  space  in  a  work  of  this  extent.  More- 
over, the  operation  is  very  seldom  required. 

The  first  successful  case  in  this  country  was 
recorded  in  the  "  Edinburgh  Medical  Essays," 
Vol.  I.,  and  the  operation  was  performed  with  a 
razor  by  an  ignorant  midwife  in  the  county  Ty- 
rone. 

The  second  successful  case  is  recorded  by  my 
distinguished  friend,  Mr.  Barlow,  of  Blackburn. 

Vaginal  hysterotomy  is  required  in  those  cases 
in  which  the  uterine  orifice  is  scirrhous,  in  obli- 
quities of  the  uterus,  and  in  extra-uterine  gesta- 
tion. It  is  very  rarely  necessary,  and  seldom 
performed. 

Gastrotomy^  is  advisable  in  extra-uterine 
pregnancy,  and  in  rupture  of  the  uterus,  when 
the  foetus  escapes  into  the  abdomen  and  can- 
not be  extracted  through  the  natural  passages. 
It  is  scarcely  ever  performed,  and  I  shall  there- 
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fore  refer  to  systematic  treatises  for  a  full  account 
of  it. 

Induction  of  premature  labour. — When  the 
pelvis  is  so  deformed  that  an  infant  cannot  be 
bom  at  the  full  period  of  pregnancy  without  cra- 
niotomy, it  is  the  general  opinion  in  this  kingdom 
that  labour  ought  to  be  induced  after  the  seventh 
month,  as  the  infant  is  viable  and  may  be  reared 
at  this  age. 

In  1 821,  Dr.  Hamilton,  of  Edinburgh,  had  saved 
twenty-three  out  of  twenty-seven  infants.  The 
operation  is  performed  to  save  the  life  of  the  in- 
fant, and  not  to  destroy  it,  as  in  criminal  abor- 
tion. Macauley,  Hamilton,  Barlow,  Blundell, 
D.  Davis,  Ramsbotham,  &c.     M.  R.] 


CLASS  III. 
PRETERNATURAL  LABOURS. 

Character.    Labours  in  which  any  part  of  the 
child  presents,  except  the  head. 


TWO  ORDERS. 

ORDER  I. 

Presentations  of  the  breech^  or  inferior  extremi- 
ties. 
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ORDER   II. 

Presentations  of  the  shoulder^  or  superior  extremi- 
ties. 


SECTION    I. 

1.  The  presentation  of  children  at  the  time  of 
birth  may  be  of  three  kinds,  i.  With  the  head, 
ii.  With  the  breech,  or  inferior  extremities,  iii. 
With  the  shoulder,  or  superior  extremities. 

•2.  Presentations  of  the  first  kind  are  called  na- 
tural, those  of  the  second  and  third  kind,  preter- 
natural. ''^  "?  J 

3.  Pretematurial  presentations  have  been  subdi- 
vided into  a  much  greater  variety,  but  without 
any  practical  advantage. 

4.  The  presumptive  signs  of  the  preternatural 
presentation  of  children  are  very  uncertain,  nor 
can  it  ever  be  determined  what  the  presentation  is, 
till  we  are  able  to  feel  the  presenting  part. 

5.  When  any  part  of  a  child  can  be  felt,  we 
may  form  our  judgment  of  the  presenting  part  by 
the  following  marks. 

6.  The  head  may  be  distinguished,  by  its  round- 
ness, its  firmness,  and  its  bulk. 

7.  The  breech  may  be  known,  by  its  bulk,  by 
the  cleft  between  the  buttocks,  by  the  parts  of 
generation,  and  by  the  discharge  of  meconium. 
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8.  The  foot  may  be  distinguished,  by  its  length, 
by  the  heel,  by  the  shortness  of  the  toes,  and  the 
want  of  a  thumb  ;  and  the  hand,  by  its  flatness, 
by  the  thumb,  and  the  length  of  the  fingers. 


SECTION    II. 

On  thejlrst  order  of  preternatural  presentations. 

1.  In  this  kind  of  presentation,  the  breech,  one 
hip,  the  knees,  and  one  or  both  legs,  are  to  be 
included. 

2.  In  these  presentations,  it  was  formerly  sup- 
posed necessary,  as  soon  as  they  were  discovered, 
to  introduce  the  hand  to  bring  down  the  feet,  and 
to  extract  the  infant  with  expedition. 

3.  But,  according  to  the  present  practice,  such 
labours  are  not  to  be  interrupted,  but  allowed  to 
proceed  as  if  the  presentation  were  natural ;  un- 
less the  necessity  of  giving  assistance  should  arise 
from  some  circumstance  independent  of  the  pre- 
sentation *. 

*  [In  all  these  cases  the  largest  part  or  diameter  of  the  presentr 
ing  part  should  be  adapted  to  that  of  the  cavity  or  outlet  of  the 
pelvis,  as  described  in  the  Section  "  Natural  Parturition  by  the 
Abdominal  Extremity  of  the  Foetus,"  p.  16.  Thus,  if  the 
long  diameter  of  the  infantile  pelvis  present  in  the  short  of  the 
outlet,  there  would  be  more  difficulty  than  if  one  hip  of  the  in- 
fant was  turned  towards  the  pubes  and  the  other  towards  the  pe- 
rineum, that  is  to  say,  when  the  long  diameters  of  the  mother 
and  infant  would  be  adapted  to  each  other.     M.  R.] 
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4.  By  acting  on  this  principle,  when  the  breech 
of  the  child  is  expelled  by  the  pains,  the  parts 
are  sufficiently  distended  to  allow  the  body  and 
head  to  follow  without  any  danger  from  delay. 

5.  But  if  the  feet  of  the  infant  were  to  be 
brought  down  in  the  beginning  of  labour,  the  dif- 
ficulty with  which  it  would  be  expelled  or  could 
be  extracted,  increasing  as  it  advanced,  the  in- 
fant would  probably  die  before  the  woman  was 
delivered,  and  she  would  be  in  danger  of  suffer- 
ing mischief. 

6.  In  cases  of  this  kind  there  is  also  equal  rea- 
son, when  the  breech  is  on  the  point  of  being  ex- 
cluded, for  our  guarding  the  perineum  from  the 
hazard  of  laceration  as  in  presentations  of  the 
head. 

7.  In  first  labours,  the  infant,  unless  it  be  small, 
will  not  unfrequently  be  bom  dead  when  the 
breech,  or  inferior  extremities,  present;  but  in 
subsequent  labours  they  will  usually  be  bom 
living,  if  there  be  no  other  impediment  than  that 
which  is  occasioned  by  the  presentation. 

8.  The  injuries  which  the  presenting  part  of 
the  infant,  especially  the  penis  and  scrotum,  may 
sustain  will  often  be  alarming,  and'  appear  dan- 
gerous, but  by  soothing  and  gentle  treatment  they 
are  soon  recovered. 

9.  Should  there  be  reason  to  think  the  infant 
dead,  or  the  powers  of  the  mother  insufficient  to 
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expel  it,  we  must  then  give  such  assistance  as 
may  be  required. 

10.  This  assistance  must  be  given  with  the 
hand,  or  with  a  blunt  hook  or  crotchet,  hitched 
in  the  groin  of  the  child ;  or,  which  1  prefer,  by 
passing  a  ligature  round  the  bent  part  of  the  in- 
fant at  the  groin,  with  which  we  can  hardly  fail  to 
extract  it. 

11.  But  every  assistance  of  this  kind  must  be 
given  with  discretion,  and  we  must  first  be  con- 
vinced of  the  necessity  before  we  interfere*. 

12.  Should  an  infant  presenting  with  the  breech 
advance,  though  slowly,  it  is  better  to  be  satisfied 
with  this  slow  progress ;  or,  we  might  break,  with- 
out much  force,  the  neck  of  the  thigh-bone,  or 
separate  the  bones  of  the  pelvis  of  the  infant ;  by 
either  of  which  accidents  future  lameness  would 
be  occasioned. 

[  Version.  Turning. — The  term  version,  or  turn- 
ing, is  applied  to  the  operation  of  passing  the 
hand  into  the  uterus,  seizing  one  or  both  of  the 
infant's  feet,   and  extracting  them  out  through 

*  [Great  care  and  caution  are  necessary  in  using  the  blunt 
hook  over  the  groin,  and  the  instrument  ought  to  be  covered 
with  a  silk  or  muslin  handkerchief.  When  this  precaution  is 
neglected,  the  gi'oin  may  be  very  much  contused  or  lacerated, 
and  even  the  hip-joint  seriously  injured.  The  forceps  has  also 
been  applied  over  the  infant's  hips,  but  must  never  contuse  the 
loins  or  abdominal  viscera.  It  is  seldom  used,  but  may  be  with 
safety.    M.  R.] 
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the  vulva.  There  are  two  species  of  version,  one 
in  which  the  feet,  and  the  other  in  which  the 
head,  is  made  to  descend  first. 

In  all  cases  in  which  any  part  of  the  infant, 
from  the  base  of  the  skull  to  the  breech,  presents, 
that  is,  when  the  infant  is  transverse  to  the  pelvis, 
or  presenting  across  the  passage  of  the  mother, 
the  operation  of  version  is  required.  The  opera- 
tion consists  in  passing  the  hand  into  the  uterus, 
grasping  one  or  both  feet,  bringing  them  through 
the  pelvis,  and  adapting  the  trunk,  arms,  and  head 
of  the  infant,  as  in  pedal  or  breech  presentations. 
(See  p.  16.) 

Version  ought  not  to  be  attempted  until  the 
orifice  of  the  womb  is  so  dilated  or  dilatable  as  to 
admit  the  passage  of  the  hand.  It  would  be  better 
to  have  the  membranes  unbroken,  as  in  that  case, 
when  they  are  ruptured,  the  wrist  of  the  operator 
being  in  the  vagina,  the  waters  cannot  escape, 
and  there  will  be  no  difficulty  in  general  in  seizing 
one  or  both  feet  of  the  infant.  The  operation  is 
easily  performed  before  the  rupture  of  the  mem- 
branes and  discharge  of  the  liquor  amnii. 

In  all  cases  when  the  membranes  have  rup- 
tured and  the  waters  discharged,  the  operation 
ought  to  be  performed  as  soon  as  possible  after 
the  labour-pains  have  been  suspended  by  a  large 
opiate,  bleeding,  &c.,  as  hereafter  advised.  The 
most  favourable   time  for  version   is  while  the 
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membrEines  are  entire  and  the  mouth  of  the  womb 
sufficiently  dilated  or  dilatable. 

Either  hand  may  be  used,  but  the  palm  should 
be  towards  the  body  of  the  infant.  The  object  is 
to  bring  the  feet  with  one  hand,  press  up  the 
body  of  the  infant  with  the  other,  and  adapt  the 
largest  parts  of  the  infant  to  those  of  the  pelvis  of 
the  mother. 

Version  is  also  performed  when  the  head  is  in 
the  right  or  left  occipi to-iliac  positions,  in  pre- 
sentations of  the  face  and  other  parts  of  the  head, 
by  foreign  obstetricians.  They  consider  version 
much  safer  for  the  infant  than  the  application  of 
the  forceps  or  lever. 

Version  should  never  be  attempted  until  the 
bladder  and  rectum  are  evacuated  and  the  labour- 
pains  suspended  or  absent. 

It  may  occupy  an  hour  or  two  to  pass  the  hand 
into  the  uterus,  more  especially  if  it  be  commenced 
when  labour-pains  return  on  the  attempt  at  intro- 
duction.    Of  this  more  fully  hereafter. 

Cephalic  version  is  required  when  the  occiput 
is  turned  to  the  left  side  (left  occipito-iliac  posi- 
tion) or  the  reverse.  The  object  is  to  raise  the 
head  into  the  iliac  fossa ;  press  on  the  abdomen 
with  the  other  hand,  incline  the  uterus  to  the 
side,  and  bring  down  the  feet.  The  head  has 
been  brought  into  the  natural  position  by  pressure 
on  the  abdomen,  by  Wigand  and  Velpeau.     It  is. 
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however,  so  difficult  to  effect  this,  or  even  adapt 
the  head  to  the  pelvis,  that  version  must  be  re- 
sorted to,  and  the  hand  must  be  passed  along  the 
neck,  back,  or  sides,  and  thighs,  to  the  feet. 

Face  presentations^  require  the  chin  to  be  bent 
towards  the  chest,  the  head  adapted  to  the  pelvis, 
which  can  seldom  be  accomplished,  or  the  opera- 
tion of  version.  But  when  the  face  presents  at 
the  outlet,  delivery  may  happen  spontaneously, 
or  be  accelerated  by  the  use  of  the  forceps,  lever, 
or  perforator.     (See  Plates  XI.,  XII.,  XIII.) 

When  the  head  presents  anormally  at  the  brim 
of  the  pelvis,  as  the  occiput  to  the  sacrum  or 
pubes ;  when  the  ear,  the  face,  throat,  neck,  chest, 
back,  abdomen,  umbilical  cord,  genitals,  front  of 
the  thighsj  shoulder,  arm,  hand,  heel,  or  hip  pre- 
sents, the  operation  of  podalic  version,  or  turning 
by  the  feet,  is  required. 

In  malpositions  of  the  head  and  face,  the  prac- 
tice in  this  country  is  to  attempt  to  adapt  the  head 
to  the  pelvis  with  the  hand,  long  forceps,  lever, 
and  if  these  fail,  to  perforate  the  head.  It  is 
manifest  that  version  is  preferable.     M.  R.] 
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VERSION.— TURNING. 
SECTION    III. 

Of  the  second  order  of  preternatural  presenta- 
tions. 

1.  In  this  kind  of  presentation  are  included  the 
shoulders,  the  elbows,  and  one  or  both  arms. 

2.  In  all  these  presentations  we  shall  be  under 
the  necessity  of  turning  the  infant,  but  as  they 
may  be  attended  with  circumstances  widely  dif- 
ferent, it  is  necessary  to  make  the  following  dis- 
tinctions. 

3. — i.  When  the  os  uteri  is  fully  dilated,  the 
membranes  unbroken,  or  the  waters  lately  dis- 
charged, a  superior  extremity  being  perceived  to 
present,  before  the  uterus  is  contracted. 

4. — ii.  When  the  membranes  break  in  the 
beginning  of  labour,  the  os  uteri  being  little 
dilated. 

5. — iii.  When  the  os  uteri  has  been  fiilly 
dilated,  the  membranes  broken,  and  the  waters 
long  discharged,  the  uterus  being  at  the  same  time 
strongly  contracted,  and  the  body  of  the  infant 
jammed  at  the  superior  aperture  of  the  pelvis. 

6. — iv.  When,  together  with  any  of  these  cir- 
cumstances, there  is  a  great  disproportion  between 
the  size  of  the  head  of  the  infant,  and  the  dimen- 
sions of  the  cavity  of  the  pelvis. 

[The  operation  of  version  or  turning  cannot  be 
performed  with  safety  while  labour-pains  or  ute- 
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rine  action  continues,  and  to  allay  this,  bleeding 
in  full  subjects,  and  when  this  fails,  a  large  dose  of 
the  sedative  solution  of  opium  or  morphia,  ought 
to  be  given,  so  as  to  tranquillize  the  action  of  the 
uterus. 

If  these  means  fail,  we  may  nauseate  with 
tartarized  antimony;  and  if  uterine  action  re- 
turned after  the  use  of  this  remedy  on  the  intro- 
duction of  the  hand,  and  that  the  infant  was  dead, 
the  tobacco  enema  might,  I  imagine,  be  resorted 
to.  See  my  Manual  of  Obstetricy,  3d  Ed.  1831. 
M.  R.] 


SECTION   IV. 

On  the  cases  which  come  under  the  Jirst 
distinction. 

1.  Whenever  there  is  a  necessity  of  turning  an 
infant,  the  patient  is  to  be  placed  upon  her  left 
side,  near  the  edge  of  the  bed;  or  sometimes, 
when  we  expect  or  find  much  difl&culty,  in  a 
prone  position,  resting  upon  her  elbows  and  knees. 

2.  All  the  advantage  to  be  gained  from  any 
particular  position  of  the  patient  is,  to  allow  us 
the  free  and  dextrous  use  of  our  hands ;  the  situa- 
tion of  the  infant  not  being  altered  by  the  position 
of  the  patient  *. 

*  [The  best  position  is  on  the  back,  as  in  natural  parturition, 
as  already  stated,  p.  12.    M.  R.] 
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3.  The  OS  externum  is  then  to  be  dilated  with 
the  fingers  reduced  into  a  conical  form,  acting 
with  a  semi-rotatory  motion  of  the  hand. 

[The  fingers  and  hand  must  be  previously 
lubricated  with  pomatum,  lard,  olive  oil,  &c.,  as 
in  natural  parturition,  and  very  slowly  and  gradu- 
ally introduced  in  the  form  of  a  cone,  so  as  not  to 
excite  pain  or  uterine  action.  In  some  cases  an 
hour  may  elapse  before  the  hand  can  be  intro- 
duced into  the  vagina,  more  especially  primi- 
parous  women  or  those  confined  for  the  first  time. 
It  would  be  rash  and  dangerous  to  persevere  in 
attempting  to  pass  the  hand  when  the  womb  is 
contracting  strongly  or  violently.     M.  R.] 

4.  The  artificial  dilatation  of  all  parts  must  be 
made  slowly,  in  imitation  of  the  manner  of  natural 
dilatation.     [See  Natural  Parturition,  p.  16.] 

5.  The  OS  externum  should  be  amply  distended 
before  the  hand  is  carried  farther,  or  its  contraction 
round  the  wrist  will  be  an  impediment  in  the  sub- 
sequent part  of  the  operation. 

6.  When  the  hand  is  passed  through  the  os 
externum,  (genital  aperture,)  it  must  be  slowly 
conducted  to  the  os  uteri,  which  being  wholly  or 
sufficiently  dilated,  we  piust  break  the  membranes 
by  perforating  them  with  a  finger,  or  by  grasping 
them  firmly  in  the  hand,  or  twisting  them. 

7.  The  hand  must  then  be  passed  along  the 
sides,  thighs,  and  legs  of  the  child,  till  we  come 
to  the  feet. 
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8.  If  both  the  feet  he  together  we  must  grasp 
them  firmly  in  our  hand ;  but  if  they  are  distant 
from  each  other,  and  we  cannot  conveniently  lay 
hold  of  both  feet,  we  may  deliver  by  one  foot 
without  much  additional  difficulty  *. 

9.  Before  we  begin  to  extract  we  must  be 
assured  that  we  do  not  mistake  a  hand  for  a  foot. 

10.  The  feet  must  be  brought  down,  with  a  slow 
waving  motion,  into  the  pelvis  ;  when  we  are  to 
rest  and  wait  till  the  uterus  begins  to  contract, 
still  retaining  them  in  our  hand. 

11.  When  the  action  of  the  uterus  comes  on, 
the  feet  are  to  be  brought  lower  at  each  return  of 
pain,  till  they  are  extracted  through  the  external 
orifice,  and  the  labour  may  then  be  finished, 
partly  by  the  efibrts  of  the  mother,  and  partly  by 
art. 

12.  If  the  toes  are  turned  towards  the  pubes, 
the  back  of  the  child  is  towards  the  back  of  the 
mother,  which  is  an  unfavourable  position. 

[It  would  be  extremely  difficult,  and  often  im- 
possible, to  extract  the  arms  in  this  position,  and 
is  to  be  avoided  as  often  as  possible.     M.  R.] 

•  [Mr.  Radford,  Lecturer  on  Obstetricy  at  the  Manchester 
Medical  School,  contends  that  it  is  most  prudent  to  bring  down 
but  one  lower  extremity,  as  in  such  case  there  is  less  volume  in 
the  pelvis  of  the  foetus,  than  when  both  extremities  are  extracted 
at  the  same  time.  I  agree  with  him  in  opinion ;  but  would 
caution  the  young  practitioner  to  be  careful,  as  he  will  be  much 
more  likely  to  injure  the  hip  joint  of  the  infaAt  when  he  extracts 
one  instead  of  both  extremities.     M.  R.] 
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13.  But  if  the  toes  are  towards  the  sacioim,  the 
back  of  the  infant  is  towards  the  abdomen  of  the 
mother,  which  is  proper ;  and  all  other  positions 
of  the  infant  must  be  gradually  turned  to  this  as 
the  body  is  extracting  *. 

14.  Yet  this  position  of  the  infant  is  only  ad- 
vantageous when  the  head  comes  to  be  extracted. 

15.  When  the  feet  of  the  infant  have  passed 
through  the  os  externum,  wrap  them  in  a  cloth, 
[napkin,]  and  holding  them  firm,  wait  till  there  is 
a  contraction  of  the  uterus,  or  a  pain,  during  the 
continuance  of  which  gently  draw  down  the  feet. 

16.  When  the  pain  ceases  w^e  must  rest,  and 
proceed  in  this  manner  through  the  deliverj',  as- 
sisting the  efforts  of  the  patient,  but  not  making 
the  delivery  wholly  artificial. 

17.  When  the  breech  comes  to  the  os  exter- 
num, the  infant  must  be  extracted  verj^  slowly 
through  it,  and  in  the  proper  direction,  or  there 
will  be  danger  of  lacerating  the  perineum. 

18.  When  the  infant  is  brought  so  low  that  the 

*  [The  foot  or  feet  of  the  infant  should  be  extracted  obliquely 
through  the  external  genital  fissure,  so  that  the  hip  of  the  infant 
maybe  towards  the  sacro-iliac  joint  of  the  mother,  (See  Plate  I.,) 
and  at  the  outlet  towards  the  pubes ;  and  the  other  to  the  peri- 
neum, as  described  in  Presentation  of  the  Abdominal  Extremity  of 
the  Fcetus.  See  p.  16.  If  the  feet  be  extracted  with  the  toes  to 
the  back  of  the  mother,  the  long  diameter  of  the  infant's  pelvis 
will  be  to  the  short  of  the  mother's,  and  much  unnecessary  dif- 
ficulty encountered,  unless  the  infant  be  small  in  proportion  to 
the  pelvis,  or  the  parturition  be  premature.     M.  R.] 
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funis  reaches  the  os  externum,  a  small  portion 
of  it  is  to  be  drawn  out,  to  slacken  it  to  lessen 
the  chance  of  compression,  or  to  prevent  the  se- 
paration of  it  from  the  body  of  the  infant,  or  of 
the  placenta  from  the  uterus ;  and  from  this  time 
the  operation  should  be  finished  as  speedily  as  it 
can  with  safety. 

19.  But  if  the  circulation  in  the  ftmis  be  un- 
disturbed there  is  no  occasion  for  haste,  as  the 
infant,  we  are  then  assured,  is  in  safety. 

20.  The  infant  may  be  extracted  without  much 
difficulty  if  we  act  alternately  from  side  to  side, 
by  making  a  lever  of  its  body,  and  sometimes 
by  pressing  it  from  the  ossa  pubis  with  the 
fingers  *. 

21.  If  the  infant  should  stick  at  the  shoulders, 
the  arms  must  be  successively  brought  down. 
[There  is  great  danger  of  the  infant  losing  its  life 
by  pressure  made  by  the  head  and  outlet '  on  the 
navel  cord  under  these  circumstances.  The  cord 
must  be  drawn  down,  and  delivery  accelerated. 
M.  R.] 

22.  This  is  to  be  done  by  raising  the  body  the 
opposite  way,  and  by  successively  bending  them 
at  the   elbow  very  slowly,  lest   they  should  be 

*  [In  these  cases  the  finger,  blunt  hook,  forceps,  or  fiUefis, 
are  sometimes  placed  over  the  hips  to  facilitate  delivery,  and  the 
application  of  these  means  has  been  already  described.  The 
body  should  be  pressed  towards,  and  not  from  the  pubes.    M.  R.] 


I 


120  PRETERNATURAL   LABOURS. 

broken,  and  the  hand  must  be  cleared  toward  the 
pubes  *. 

23.  When  both  the  arms  are  brought  down, 
the  body  of  the  infant  must  be  supported  upon 
our  left  hand  placed  under  the  breast,  the  fingers 
on  each  side  of  the  neck,  and  the  body  supported 
upon  our  left  arm. 

24.  Then  placing  the  right  hand  over  the 
shoulders,  and  pressing  with  our  fingers  the  head 
towards  Ihe  sacrum,  we  must  ease  the  head  along, 
gradually  turning  the  body  of  the  infant  as  it  ad- 
vances toward  the  abdomen  of  the  mother  -f. 

25.  If  the  head  should  not  come  easily  away, 
we  must  introduce  the  fore-finger  of  the  left  hand 
into  the  mouth  of  the  child,  by  which  the  position 
of  the  head  will  be  rendered  more  convenient  %• 

26.  When  the  head  begins  to  enter  the  os  ex- 

.  ♦  [The  body  is  to  be  raised  towards  the  pubes  or  abdomen  of 
the  mother,  and  two  fingers  passed  over  the  shoulder  and  arm 
of  the  infant  to  the  elbow  joint,  which  is  to  be  drawn  forwards. 
The  operator  must  be  most  careful  not  to  injure  the  shoulder  or 
elbow  joint,  and  not  to  contuse  or  fracture  the  arm.     M.  R.] 

f  [The  fore  and  middle  finger  of  the  right  hand  ought  to  be 
placed  on  each  side  of  the  neck,  at  this  point  of  the  operation, 
and  close  to  the  base  of  the  skull.     M.  R.] 

f  [The  left  fore-finger  placed  in  the  mouth,  will  enable  the 
(q)erator  to  depress  the  chin  on  the  chest,  and  by  this  movement 
expedite  the  descent  of  the  forehead  and  head ;  while  the  back 
of  the  infant  is  raised  towards  the  abdomen  of  the  mother,  with 
the  left  arm,  two  fingers  of  the  right  hand  being  placed  on  the 
neck,  close  to  the  head,  as  in  the  preceding  note.     M.  R.] 
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temum,  we  must  proceed  very  slowly,  and  support 
the  perineum,  by  spreading  the  fingers  of  the  left 
hand  over  it. 

27.  In  some  cases  there  may  be  a  necessity  for 
speedily  extracting  the  infant  in  order  to  preserve 
its  life,  but  we  must  also  recollect,  that  the  infant 
is  often  lost  by  endeavouring  to  extract  it  too 
hastily. 

28.  When  an  infant  has  been  extracted  by  the 
feet,  the  placenta  usually  separates  very  soon  and 
very  easily ;  but  in  the  management  of  this  we 
are  to  be  guided  by  the  general  rules. 


SECTION    V. 

On  the  cases  which  come  under  the  second 
distinction. 

1.  We  are  first  to  ascertain  the  presenting  part, 
and  if,  together  with  the  arm,  the  head  is  per- 
ceived by  a  common  examination,  there  may  be 
no  occasion  to  turn  the  infant,  such  case  only 
constituting  the  third  variety  of  natural  labour. 

2.  But  if  the  case  should  be  such  as  to  require 
the  infant  to  be  turned,  it  might  be  doubted  whe- 
ther it  were  proper  to  dilate  the  os  uteri  by  art, 
or  to  wait  for  its  spontaneous  dilatation. 

3.  Perhaps  neither  of  the  methods  can  be  con- 
stantly followed,  but  we  may  generally  say,  that 
there  is  under  these  circumstances  neither  danger 
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nor  increase  of  difficulty,  from  waiting  for  the 
spontaneous  dilatation,  which  is  therefore  in  ge- 
neral to  be  preferred. 

4.  But  if  more  speedy  dilatation  should  be  re- 
quired, whatever  is  done  by  art  should  be  done 
slowly,  £ind  in  imitation  of  nature. 

5.  The  OS  uteri  is  always  to  be  considered  as 
completely  dilated  when  we  judge  it  will  allow 
of  the  easy  introduction  of  the  hand. 

6.  When  we  have  fixed  upon  the  proper  time 
and  begin  the  operation,  the  os  externum  must  be 
dilated  in  the  manner  before  advised. 

7.  The  hand  must  always  be  introduced  into 
the  uterus,  on  that  side  of  the  pelvis  where  it  will 
pass  most  conveniently;  and  there  is  usually 
most  room  at  that  part  which  will  lead  to  the 
feet  *. 

8.  It  is  generally  most  convenient  to  pass  the 
hand  between  the  body  of  the  infant  and  the 
ossa  pubis,  the  feet  being  most  commonly  found 
lying  toward  the  belly  of  the  mother. 

9.  In  cases  which  come  under  this  distinction 
the  uterus  is  seldom  contracted  very  strongly 
upon  the  body  of  the  infant,  but  always  in  some 
degree. 

1 0.  But  the  difficulties  which  may  occur  in  the 

*  [In  all  cases  the  position  of  the  feet  ought  to  be  determined 
before  commencing  the  operation.  Some  prefer  the  right,  others 
the  left  hand,  but  we  should  employ  whichever  we  can  use  most 
conveniently.     M.  R.] 
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operation  of  turning  the  infant  in  these  cases,  will 
be  fully  explained  under  the  following  distinction. 


SECTION  VI. 

On  the  cases  which  come  under  the  third 
distinction. 

1.  The  difficulty  in  the  management  of  these 
cases  depends  upon  the  degree  of  contraction  of 
the  uterus,  and  upon  the  distance  or  awkward 
position  of  the  feet  of  the  infant,  but  chiefly  upon 
the  former  circumstance. 

2.  The  uterus  is  in  some  cases  contracted  in  a 
globular,  and  in  others  in  a  longitudinal  form. 

3.  It  is  always  easier  with  an  equal  degree  of 
contraction  to  turn  the  infant  when  the  uterus  is 
contracted  in  a  globular,  than  in  a  longitudinal 
form. 

4.  When  we  are  called  to  a  case  of  this  kind  it 
is  better  not  to  form,  or  to  give  a  hasty  opinion, 
nor  to  attempt  to  deliver  the  patient  immediately, 
but  to  deliberate  upon  it,  and  then  to  make  a 
second  examination. 

5.  If  the  second  examination  should  confirm 
our  first  opinion,  we  may  prepare  for  the  operation 

6.  We  shaU  be  able  to  judge  in  what  part  of 
the  uterus  the  feet  of  the  child  lie,  if  we  consider 
whether  it  be  the  right  or  left  hand  which  presents, 

g2 
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which  may  be  known  by   the   direction   of  the 
thumb  and  of  the  palm  of  the  hand. 

7.  But  the  contraction  of  the  uterus  is  the 
principal  difficulty  to  be  surmoimted,  and  the 
danger  in  turning  the  child  is  in  proportion  to  the 
difficulty. 

8.  The  danger  in  turning  a  child  when  there  is 
a  strong  contraction  of  the  uterus,  is  a  single 
danger,  that  of  rupturing  the  uterus. 

9.  The  contraction  of  the  uterus  is  of  two  kinds; 
first,  the  permanent  contraction,  in  consequence 
of  the  waters  having  been  long  drained  off,  which 
may  occur  when  there  has  been  little  or  no  pain. 

10.  Second,  the  extraordinary  contraction  aris- 
ing firom  the  action  of  the  uterus,  returning  at 
intenals,  and  always  attended  with  pain. 

11.  The  hand  must  be  introduced  with  a  degree 
of  force  sufficient  gi'adually  to  overcome  the  per- 
manent contraction  of  the  uterus,  or  the  operation 
could  never  be  performed. 

12.  But  if  we  were  to  attempt  to  overcome  the 
extraordinary  contraction,  it  must  follow,  that  we 
can,  or  cannot  overcome  it. 

13.  In  the  first  instance  we  should  be  in  danger 
of  rupturing  the  uterus,  and  in  the  second  the 
hand  would  be  cramped,  and  we  should  be  un- 
able to  proceed  with  the  operation. 

14.  The  deduction  is  therefore  clear,  that  we 
ought  not  to  proceed  in  our  attempts  to  turn 
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the  infant  while  the  uterus  is  acting  with  vio- 
lence. 

15.  The  action  of  the  uterus  is  rendered  more 
frequent  and  strong  by  the  generally  increased 
irritability  of  the  patient. 

16.  Before  we  attempt  to  deliver,  it  will  be 
prudent  to  endeavour  to  lessen  this  irritability, 
in  many  cases  by  bleeding,  by  clysters,  and  by 
an  opiate,  which,  to  answer  this  purpose,  should 
be  given  in  two  or  three  times  the  usual  quantity. 

17.  When  the  opiate  takes  effect,  and  the  pa- 
tient becomes  disposed  to  sleep,  we  must  consi- 
der this  state  as  extremely  favourable,  and  pro- 
ceed wdthout  loss  of  time  to  the  delivery*. 

18.  There  never  can  be  occasion  to  separate 
the  arm  which  presents  from  the  body  of  the  child, 
and  when  this  has  been  done,  instead  of  facilitat- 
ing, it  has  impeded  the  operation  f. 

19.  Without  regarding  the  arm,  the  right  or 

•  [When  the  womau  is  under  the  influence  of  a  large  opiate, 
there  is  scarcely  any  muscular  action,  except  that  causing  respira- 
tion and  circulation,  and  consequently  the  uterus,  which,  according 
to  most  writers,  is  muscular,  is  also  deprived  of  action.  It  often 
happens,  however,  that  the  introduction  of  the  hand  excites  its 
action,  and  this  is  beneficial,  when  the  hand  is  in  the  cavity  of 
the  uterus,  and  can  readily  seize  one  or  both  of  the  infant's  feet. 
M.  R] 

•f  [The  infant  is  transverse  or  across  in  such  cases,  and  the 
removal  of  the  arm  cannot  change  its  position.  It  ought  never  to 
be  removed,  unless  when  so  congested  as  to  fill  the  os  externum 
and  prevent  the  introduction  of  the  hand,  and  this  rarely  hap- 
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left  hand,  as  may  be  most  convenient  to  ourselves, 
must  be  introduced  in  the  manner  before  directed, 
and  conducted  slowly  into  the  uterus  if  there  be 
sufficient  room. 

20.  But  if  the  child  be  jammed  at  the  superior 
aperture  of  the  pelvis,  the  hand  cannot  be  intro- 
duced. 

21.  We  must  then  fix  our  fore-finger  and  thumb 
in  the  form  of  a  crutch  in  the  armpit  of  the  child, 
and  pushing  the  shoulders  towards  the  head,  and 
towards  the  fundus  of  the  uterus,  we  must  by  de- 
grees raise  the  body  of  the  child  till  there  be  room 
for  the  introduction  of  the  hand. 

22.  If  while  we  are  introducing  our  hand  we 
perceive  the  action  of  the  uterus  come  on,  we 
must  not  proceed  till  that  ceases  or  is  abated. 

23.  The  hand,  when  introduced,  is  also  to  be 
laid  flat  during  the  continuance  of  the  action  of 
the  uterus,  lest  the  uterus  be  injured  by  its  own 
action  on  the  knuckles. 

24.  When  the  action  ceases  or  is  abated,  we 
must  renew  our  attempts  to  carry  up  our  hand  to 
the  feet  of  the  infant. 


pens,  unless  after  the  infant  has  been  dead  for  hours  or  days. 
The  amputation  of  the  arm  during  the  life  of  the  infant  is  never 
performed,  except  by  those  who  are  grossly  ignorant  of  medical 
knowledge ;  and  it  is  never  so  swollen  during  life  as  to  require 
removal,  and  very  rarely  even  after  the  death  of  the  infant. 
M.  R.] 
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25.  In  this  manner  we  are  to  proceed,  alter- 
nately resting  and  exerting  ourselves,  till  we  can 
lay  hold  of  one  or  both  feet. 

26.  There  is  sometimes  much  difficulty  in  get- 
ting to  the  feet,  and  sometimes  in  extracting  them, 
especially  when  the  uterus  is  contracted  in  a  lon- 
gitudinal form. 

27.  In  such  cases  it  is  often  convenient,  when 
we  can  reach  the  knees,  to  bend  them  cautiously, 
and  to  bring  down  the  legs  and  feet  together. 

28.  But  before  we  begin  to  extract  we  should 
examine  the  parts  we  hold,  and  be  assured  they 
are  the  feet;  and  we  must  extract  slowly  and 
steadily. 

29.  If  we  hurry  to  bring  down  the  feet  they 
may  slip  from  us,  and  return  to  the  place  from 
which  they  were  brought. 

30.  We  must  then  carry  up  the  hand  again, 
and  grasping  the  foot  or  feet  more  firmly,  bring 
them  down  in  the  cautious  manner  before  ad- 
vised *. 

31.  When  the  feet  are  brought  down,  if  there 

*  [The  practitioner  must  be  careful  not  to  injure  the  ankle, 
knee,  or  hip  joints,  by  powerful  traction,  and  for  this  reason  it 
is  safer  to  grasp  both  than  one  lower  extremity,  though  the  ex- 
traction of  one  limb  forms  a  smaller  cone  than  that  of  both,  and 
passes  more  readily.  If  one  lower  extremity  be  brought  down 
as  advised  by  Radford,  the  other  will  be  bent  on  the  abdomen, 
and  will  descend  in  that  position.  It  is  unnecessary  to  re-intro- 
duce the  hand  to  bring  it  down  separately,  or  to  hook  or  hitch 
the  finger  on  the  groin  for  this  purpose.     M.  R.] 
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be  difficulty  in  extracting  them,  we  must  endea- 
vour to  slide  a  noose,  first  formed  upon  our  wrist, 
over  the  hand  to  secure  the  feet,  by  which  the 
hazard  of  their  return  will  be  prevented,  and  the 
succeeding  part  of  the  operation  much  facilitated. 

32.  When  the  noose  is  fixed  over  the  ankles, 
we  must  pull  by  both  ends  of  it  with  one  hand, 
and  grasp  the  feet  with  the  other,  but  we  must 
not  attempt  to  proceed  hastily. 

33.  When  there  is  afterward  much  difficulty  in 
extracting  the  infant,  it  is  probably  owing  to  its 
body  being  jammed  across  the  superior  aperture 
of  the  pelvis. 

34.  It  will  then  be  proper  to  pass  the  finger 
and  thumb  as  directed  at  21,  to  raise  the  shoulders 
and  body  of  the  infant  towards  the  fundus  of  the 
uterus,  with  one  hand,  and  with  the  other  extract 
at  the  same  time  with  the  noose. 

35.  When  the  breech  of  the  child  has  entered 
the  pelvis,  we  must  proceed  with  deliberation,  but 
there  will  be  little  farther  difficulty,  except  from 
the  smallness  of  the  pelvis,  of  which  we  shall 
speak  in  the  next  section.  [See  Natural  Parturi- 
tion, by  the  Abdominal  Extremity  of  the  Foetus, 
p.  16.] 
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SECTION   VII. 

On  those  cases  which  come  under  the  fourth 
distinction. 

1.  The  disproportion  between  the  head  of  the 
infant  and  the  dimensions  of  the  pelvis,  may  be 
added  to  any  of  the  circumstances  mentioned 
under  the  preceding  distinctions. 

2.  But  as  the  management  of  these  has  been 
already  directed,  there  is  now  occasion  to  speak 
only  of  the  peculiar  difficulties  arising  from  that 
cause. 

3.  The  degree  of  difficulty  in  these  cases  is 
greater  or  less  according  to  the  degree  of  dispro- 
portion ;  but  the  difficulty  of  extracting  any  part 
of  the  body  of  the  infant  is  little,  compared,  with 
that  which  attends  the  extraction  of  the  head  *. 

4.  We  will  therefore  suppose  the  body  of  the 
infant  to  be  brought  down,  but  that  the  head  can- 
not be  extracted  by  any  of  the  methods  before 
recommended. 

5.  The  force  with  which  we  endeavour  to  ex- 
tract must  then  be  increased,  till  it  is  sufficient 
to  overcome  the  difficulty  or  resistance. 

6.  But  as  the  necessity  of  using  great  force 
can  only  be  known  by  the  failure  of  a  less  degree 

*  [I  can  conceive  no  difficulty  in  extracting  the  head  when  it  is 
of  ordinary  size,  the  pelvis  natural,  and  if  directed  in  the  curved 
line  towards  the  pubes.    M.  R.] 

g3 
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to  produce  the  desired  effect,  we  must  begin  our 
attempts  with  moderation,  and  gradually  increase 
our  efforts  according  to  the  exigence  of  the  case. 

7.  The  force  exerted  should  also  be  uniform, 
controlled  or  commanded,  and  exerted  by  inter- 
vals, in  the  manner  of  the  natural  pains. 

8.  If  the  head  should  not  descend  with  the 
force  which  we  judge  can  be  safely  exerted,  we 
must  rest,  and  give  it  time  to  collapse  *. 

9.  We  may  then  renew  our  attempts,  extracting 
from  side  to  side,  or  backwards  and  forwards,  as 
may  best  conduce  to  ease  the  head  through  the 
distorted  pelvis,  alternately  resting  and  endeavour- 
ing to  extract. 

10.  But  if  the  head  should  descend  in  ever  so 
small  a  degree,  the  force  is  not  to  be  increased 
with  the  view  of  finishing  the  delivery  expedi- 
tiously, but  we  must  be  satisfied  with  our  success, 
and  proceed  circumspectly. 

11.  When  the  head  once  begins  to  descend 
there  is  seldom  much  subsequent  difficulty  in 
finishing  the  delivery,  as  the  cause  of  the  diffi- 
culty usually  exists  at  one  particular  part  of  the 
pelvis. 

12.  But  should  the  head  rest  in  this  situation 
for  several  hours,  no  additional  inconvenience 
would  thence  arise  to  the  mother,  and  the  longer 
it  rested,  the  greater  advantage  we  should  pro- 

•  [A  better  plan  would  be  to  reduce  the  bulk  of  the  head  with 
the  forceps  or  perforator,  as  already  advised.    M.  R.] 
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bably  gain  when  we  renewed  our  attempts  to  ex- 
tract it. 

[If  the  pains  were  violent  there  would  be  dan- 
ger to  the  mother  by  compression  or  contusion  of 
the  soft  parts  in  the  pelvis,  and  delivery  ought  to 
be  accomplished  by  some  operation.     M.  R.] 

13.  It  may  be  presumed  when  the  head  of  the 
infant  has  been  wedged  for  a  long  time  in  the 
position  we  are  supposing,  and  great  force  has 
been  used  to  extract  it,  that  there  is  little  reason 
to  expect  the  infant  should  be  bom  alive ;  yet 
instances  of  this  are  said  to  have  occurred  in 
practice. 

14.  When  we  can  hook  a  finger  on  the  lower 
jaw  of  the  infant,  the  direction  of  the  head  may 
be  changed  to  one  more  favourable,  and  the  de- 
livery thereby  facilitated. 

15.  But  we  must  not  extract  with  so  much 
force  as  to  incur  the  hazard  of  breaking  or  tear- 
ing away  the  jaw. 

16.  Pressing  the  head  of  the  infant  from  the 
ossa  pubis  to  the  sacrum,  with  the  fingers  or 
thumbs  carried  up  as  high  as  we  can  reach,  will 
often  be  of  great  use  in  these  cases. 

17.  If  the  difiiculty  of  extracting  the  head 
arises  from  its  enormous  size,  occasioned  by 
some  disease,  as  hydrocephalus,  &c.,  these  me- 
thods steadily  pursued  will  answer  our  intention, 
as  by  a  prudent  use  of  the  force  in  our  power,  the 
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integuments  will  burst,   or  even  the  bones  be 
broken  *. 

18.  Cases  of  this  kind,  in  which  it  might  be 
necessary  or  expedient  to  use  one  or  both  blades 
of  the  forceps,  or  to  lessen  the  head,  very  seldom 
occur. 

19.  But  if  such  ca«es  should  occur,  the  latter 
operation  is  preferable  to  the  use  of  the  forceps, 
and  the  utmost  care  must  be  taken  that  we  do  no 
injury  to  the  mother  f. 

20.  Under  these  circumstances  should  it  be 
absolutely  necessary  to  lessen  the  head  of  the 
infant,  the  perforation  may  be  conveniently  made 
behind  either  of  the  ears,  or  in  any  part  where  we 
can  most  conveniently  fix  the  point  of  the  per- 
forator, and  the  general  rules  of  the  operation 
must  be  followed. 

21.  By  the  force  used,  should  the  neck  of  the 
infant  have  given  way,  we  are  not  to  separate 
the  body  from  the  head  altogether,  but  we  must 
rest  longer  and  act  more  moderately. 

*  [It  would  be  much  safer  and  better  for  the  mother,  for  the 
obstetrician  to  puncture  the  head,  evacuate  the  fluid,  and  di- 
minish its  size,  than  to  use  such  force  as  would  burst  the  integu- 
ments, &c.,  and  thus  severely  contuse  the  left  parts  of  the  wo- 
man. Puncturing  the  infant's  head  is  advised  by  the  best  mo- 
dern obstetric  writers,  as  Maygrier,  Velpeau,  &c.,  &c.     fll.  R.] 

-|-  [The  French  writers  advise  puncturing  and  prefer  the  for- 
ceps, to  lessening  the  head  by  perforation.  In  my  opinion,  the 
safer  operation  should  be  preferred  first,  and  craniotomy  only 
resorted  to  when  every  thing  else  had  failed.     M.  R.] 
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22.  But  should  the  body  be  separated  from  the 
head  by  the  force  we  have  used,  or  should  we  be 
called  to  a  case  of  this  kind,  there  will  be  no  oc- 
casion, for  this  reason  alone,  to  act  hastily  or 
rashly,  as  the  head  may  even  then  be  expelled  by 
the  pains  [or  be  easily  extracted  with  the  forceps 
or  after  perforation  by  craniotomy]. 

23.  But  if  this  should  be  impossible,  or  if  it  be 
absolutely  necessary  to  extract  the  head  speedily, 
on  account  of  the  state  of  the  mother; 

24.  Then  the  general  rules  for  lessening  the 
head  must  be  accommodated  to  the  exigencies  of 
this  particular  case,  and  the  head  may  be  con- 
fined to  a  proper  situation  by  compressing  the 
abdomen  with  a  napkin  passed  across  it,  or  by 
the  hands  of  an  assistant. 

[The  head  may  be  so  reduced  by  compression 
with  a  forceps  that  it  may  be  adapted  to  the 
pelvis  and  extracted,  or  its  size  may  be  diminished 
after  perforation,  with  the  craniotomy  forceps,  so 
as  to  admit  of  its  extraction  or  expulsion  by  the 
natural  efforts.     M.  R.] 


SECTION  VIII. 

Miscellaneous  ohservations. 

1.  It  sometimes  happens  that  no  part  of  the 
infant  can  be  perceived  before  the  membranes 
break,  though  the  os  uteri  be  fully  .dilated. 
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2.  In  such  cases  we  should  not  be  absent  when 
the  membranes  break,  lest  it  should  prove  a  preter- 
natural presentation,  requiring  the  infant  to  be 
turned. 

3.  In  some  cases  even  when  the  os  uteri  is 
dilated,  the  membranes  broken,  and  the  waters 
discharged,  no  part  of  the  infant  can  be  felt. 

4.  It  will  then  be  prudent,  in  the  cautious  man- 
ner before  directed,  to  introduce  the  hand  far 
enough  into  the  uterus,  to  discover  the  part  which 
does  present. 

5.  If  the  head  be  found  to  present  we  should 
withdraw  our  hand,  and  suffer  the  labour  to  pro- 
ceed in  a  natural  way. 

6.  If  the  inferior  extremities  should  present,  we 
may  bring  down  the  feet,  and  then  suffer  the  la- 
bour to  go  on  uninterruptedly. 

7.  But  if  the  shoulder  or  superior  extremities 
should  present,  we  must  proceed  to  the  feet,  and 
turn  the  infant  as  was  before  directed. 

8.  By  this  conduct  we  shall  guard  against  the 
danger  of  turning  an  infant  in  a  contracted  uterus. 

9.  If  we  should  be  called  to  a  case  in  which 
the  arm  presented,  and  much  force  had  been  used 
to  extract  the  infant  in  that  position,  the  arm 
having  perhaps  been  mistaken  for  a  leg,  and  the 
pains  being  at  the  same  time  violent,  it  may  be 
impossible,  without  giving  much  pain,  and  incur- 
ring some  danger  of  rupturing  the  uterus,  to  turn 
the  infant,  or  even  to  introduce  the  hand  into  the 
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uterus,  the  shoulder  of  the  infant  being  pushed 
low  down  into  the  pelvis. 

10.  Under  such  circumstances,  it  is  improper 
to  attempt  to  introduce  the  hand  into  the  uterus,  or 
to  turn  the  infant,  as  it  will  generally  be  expelled 
by  the  efforts  of  the  mother ;  or  it  may  be  ex- 
tracted by  methods  less  painful  and  hazardous  to 
the  mother. 

[The  infant  will  not  be  expelled  by  the  efforts 
of  the  mother,  unless  it  is  premature,  small,  or  the 
pelvis  very  capacious,  and  no  modem  practitioner 
would  expect  it  or  wait  for  it,  as  in  a  great  ma- 
jority of  cases  the  woman  would  die  undelivered. 
M.  R.] 

11.  Yet  in  these  cases  the  body  of  the  infant 
does  not  come  doubled,  but  the  breech  is  the  first 
part  delivered,  and  the  head  the  last,  the  body 
turning,  as  it  were,  on  its  own  axis. 

[This  was  termed  spontaneous  evolution  by  Den- 
man^  and  spontaneous  version  by  Murat.  There 
are  two  kinds  of  spontaneous  version. — 1 .  Spon- 
taneous cephalic  version ;  2.  spontaneous  pelvic 
version.  It  was  stated  at  the  Medical  Society 
of  London,  a  year  or  two  since,  that  an  infant 
was  bom  at  the  full  time  with  the  neck  present- 
ing and  the  head  flattened  on  the  back. 

There  are  two  kinds  of  spontaneous  pelvic  evo- 
lution.— 1.  The  breech  presents  while  the  trunk 
and  head  ascend  towards  the  fundus  uteri.      2. 
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The  shoulder,  neck,  side  of  the  head,  chest,  or 
back,  is  violently  forced  down  into  the  pelvis,  the 
pains  continue,  the  breech  is  pushed  down 
though  the  former  parts  do  not  recede.  There 
are  numerous  authors  cited  by  M.  Velpeau  who 
describe  the  latter  evolution.     M.  R.] 

12.  Nor  is  this  observation  made  with  regard 
to  a  small  infant  coming  prematurely,  as  it  will 
apply  to  an  infant  of  a  common  size,  and  when  a 
woman  is  at  her  full  time,  provided  the  pelvis  be 
well  formed. 

13.  This  fact,  of  the  possibility  of  an  infant 
being  expelled  in  this  position,  though  originally 
contradicted  with  great  confidence,  is  now  con- 
firmed in  the  most  satisfactory  manner  by  many 
cases  which  have  been  recorded,  in  some  of 
which  the  infants  have  even  been  bom  living  *. 

14.  From  these  it  might  be  inferred,  that  a  wo- 
man in  a  state  of  nature,  or  in  perfect  health, 
would  not  die  undelivered,  though  the  arm  of  the 
infant  might  present,  supposing  that  she  was 
not  assisted  by  art. 

15.  Yet  it  is  always  requisite  and  proper  to 
turn  infants  when  the  superior  extremities  pre- 
sent, if  the  operation  can  be  performed  without 
the  hazard  of  injuring  the  mother,  and  we  have 
a  better  chance  of  lessening  the  sufierings  of  the 
mother,  and  of  preserving  the  infant. 

•  [In  a  vast  majority  of  cases  the  infant  is  bom  dead.    M.  R.] 
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[It  would  be,  in  my  opinion,  extremely  bad 
practice  in  transverse  presentations  to  wait  for 
spontaneous  evolution,  and  I  feel  convinced  that 
nine  out  of  ten  women  would  die  undelivered. 
This  is  now  the  general  opinion.     M.  R.] 

16.  But  when  there  is  no  chance  of  preserving 
the  infant,  and  yet  it  cannot  be  turned  without 
the  greatest  danger  to  the  mother,  knowing  the 
possibility  of  its  being  expelled  in  this  position, 
it  is  necessary  to  consider  the  propriety  of  the 
operation  before  we  perform  it. 

17.  It  remains,  however,  to  be  proved  by  fu- 
ture experience,  how  far,  and  in  what  cases,  the 
preceding  observation  ought  to  be  a  guide  in 
practice. 

1 8.  In  cases  of  presentation  of  the  superior  ex- 
tremities, in  which  the  difficulty  of  turning  the 
infant  would  be  very  dangerous,  and  great  or  in- 
surmountable, another  method  has  been  recom- 
mended. -■ 

19.  But  of  this  method,  which  has  been  prac- 
tised by  one  gentleman  to  whose  knowledge  and 
experience  I  pay  great  respect,  I  am  not  a  com- 
petent judge,  having  never  tried  it. 

20.  I  therefore  refer  to  the  annexed  note  for  an 
explanation  and  history  of  the  method  to  which  I 
allude. 

Note.  Hoomeus,  saepe  laudatus,  adhuc  pe- 
culiarem,  novum  eumque  breviorem  modum, 
foetum  mortuum  cum  brachio  arctissime  in  va- 
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gina  uteri  haerente  extrahendi,  invenit  atque,  de- 
scripsit,  qui  in  eo  consistit,  ut  quando  ad  pedes 
pervenire  nequit,  collum,  utpote  quod  in  fcetibus 
valde  adhuc  tenerum  est,  vel  scalpello  a  reliquo 
trunco  resecet,  vel  unco  idoneo  quam  cautissime 
auferat.  Hoc  enim  facto,  vel  sponte  mox  pro- 
rumpit  ex  utero  foetus,  vel  tamen,  dum  brachium 
propendens  attrahitur,  quod  medico  loco  habense 
inservit,  quam  facillime  excutitur.  Caput  vero 
deinde  seorsim  mox  vel  manu,  vel  aliis  propositis 
artificiis,  si  manus  parum  esset  ejiciendum. 

Heister.  cap.  cliii.  sect.  ix. 

The  latter  part  of  this  description  is  further 
explained  in  the  next  section. 

[The  operation  described  in  a  foreign  language 
or  evisceration  of  the  chest  and  abdomen,  was 
performed  in  difficult  cases  of  turning,  until  a 
recent  period.  I  perforaied  the  latter  on  two  oc- 
casions, as  will  be  seen  on  reference  to  my 
Manual  of  Obstetricj.  Great  experience  and 
much  reflection  convince  me  that  decapitation 
or  evisceration  is  rarely  or  ever  required.  Blood- 
letting, large  doses  of  opium,  nauseating  doses 
of  tartarized  antimony,  and  the  tobacco  enema 
will,  I  believe,  in  ninety-nine  in  a  hundred  cases, 
arrest  uterine  action,  and  remove  all  impediments 
to  version.     M.  R.] 
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SECTION   IX. 

I  am  induced  to  reprint  the  following,  as  they 
were  the  very  cases  which  first  gave  me  an  op- 
portunity of  observing  the  spontaneous  evolution. 

CASE   I. 

In  the  year  1772,  I  was  called  to  a  poor  wo- 
man in  Oxford  Street,  who  had  been  in  labour 
all  the  preceding  night,  under  the  care  of  a  mid- 
wife. Mr.  Kingston,  now  living  in  Charlotte 
Street,  and  Mr.  Goodwin,  surgeon,  at  Wirks- 
worth,  in  Derbyshire,  who  were  at  that  time 
students  in  midwifery,  had  been  sent  for  some 
hours  before  I  was  called.  The  arm  of  the  infant 
presenting,  they  attempted  to  tmn  and  extract  it 
by  the  feet,  but  the  pains  were  so  strong  as  to 
prevent  the  introduction  of  the  hand  into  the 
uterus.  I  found  the  arm  much  swelled,  and 
pushed  through  the  external  parts  in  such  a 
manner  that  the  shoulder  nearly  reached  the  pe- 
rineum. The  woman  struggled  vehemently  with 
her  pains,  and,  during  their  continuance,  I  per- 
ceived the  shoulder  of  the  child  to  descend. 
Concluding  that  the  infant  was  small,  and  would 
pass,  doubled,  through  the  pelvis,  I  desired  one 
of  the  gentlemen  to  sit  down  to  receive  it,  but 
the  friends  of  the  woman  would  not  permit  me 
to  move.  I  remained  by  the  bed-side  till  the  in- 
fant was  expelled,  and  I  was  very  much  surprised 
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to  find,  that  the  breech  and  inferior  extremities 
were  expelled  before  the  head,  as  if  the  case  had 
originally  been  a  presentation  of  the  inferior  ex- 
tremities. 

The  infant  was  dead,  but  the  mother  recovered 
as  soon  and  as  well  as  she  could  have  done  after 
the  most  natural  labour. 

CASE    II. 

In  the  year  1773,  I  was  called  to  a  woman  in 
Castle  Street,  Oxford  Market,  who  was  attended 
by  a  midwife.  Many  hours  after,  it  was  dis- 
covered that  the  arm  of  the  infant  presented. 
Mr.  Burosse,  surgeon,  in  Poland  Street,  was  sent 
for,  and  I  was  called  into  consultation.  When 
I  examined,  I  found  the  shoulder  of  the  child 
pressed  into  the  superior  aperture  of  the  pelvis. 
The  pains  were  strong,  and  returned  at  short  in- 
tervals. Having  agreed  upon  the  necessity  of 
turning  the  child,  and  extracting  it  by  the  feet, 
I  sat  down  and  made  repeated  attempts  to  raise 
the  shoulder,  with  all  the  force  which  I  thought 
could  be  safely  used  ;  but  the  action  of  the  uterus 
was  so  powerful  that  I  was  obliged  to  desist.  I 
then  called  to  mind  the  circumstances  of  the  case 
before  related,  mentioned  them  to  Mr.  Burosse, 
and  proposed  that  we  should  wait  for  the  effect, 
which  a  continuance  of  the  pains  might  produce, 
or  till  they  were  abated,  when  the  child  might 
be  turned  with  less  difficulty.      No  further  at- 
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tempts  were  made  to  turn  the  child.  Then  every 
pain  propelled  it  lower  into  the  pelvis,  and  in  a 
little  more  than  one  hour  the  infant  was  bom,  the 
breech  being  expelled,  as  in  the  first  case. 

This  infant  was  also  dead,  but  the  mother  re- 
covered in  the  most  favourable  manner. 

Having  been  prepared  for  observing  the  pro- 
gress of  this  labour,  I  understood  it  more  clearly, 
and  attempted  to  explain,  both  in  my  lecture  on 
the  subject  and  in  the  aphorisms  which  were 
printed  for  the  use  of  the  students,  my  opinion 
of  the  manner  in  which  the  body  of  the  child 
turned,  as  it  were,  upon  its  own  axis.  I  also 
pointed  out  the  circumstances  in  which  I  sup- 
posed the  knowledge  of  the  fact  might  be  ren- 
dered useful  in  practice,  but  with  great  circum- 
spection. 

CASE    III. 

January  the  2d,  1774, 1  was  called  to  Mrs.  Da- 
vis, who  keeps  a  toy-shop  in  Crown  Court,  Wind- 
mill Street.  She  had  been  a  long  time  in  labour, 
and  the  arm  of  the  child  presented. 

The  late  Mr.  Eustace  had  been  called  on  the 
preceding  evening,  and  had  made  attempts  to  turn 
the  infant,  which  he  had  continued  for  several 
hours  without  success.  I  was  sent  for  about  one 
o'clock  in  the  morning,  and  on  examination  found 
the  arm  pushed  through  the  external  parts,  the 
shoulder  pressing  finnly  upon  the  perineum.   The 
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exertions  of  the  mother  were  wonderfully  strong. 
I  sat  down  while  she  had  two  pains ;  by  the  latter 
of  which  the  infant  was  doubled,  and  the  breech 
expelled.  I  extracted  the  shoulders  and  head? 
and  left  the  child  in  the  bed.  Mr,  Eustace  ex- 
pressed great  astonishment  at  the  sudden  change  ; 
but  I  assured  him  that  I  could  claim  no  other 
me  rit  on  account  of  this  delivery,  except  that  I 
had  not  impeded  an  effect  which  was  wholly  pro- 
duced by  the  pains. 

This  infant  was  also  dead,  but  the  mother  re- 
covered in  the  most  favourable  manner. 

In  all  these  cases,  the  women  were  at  the  fiill 
period  of  utero-gestation,  and  the  infants  were  of 
the  usual  size. 

Many  other  cases  of  the  same  kind  have  oc- 
curred to  me ;  and  with  the  histories  of  several, 
varying  in  the  time  or  manner  in  which  the  evo- 
lution of  the  infant  was  made,  I  have  lately  been 
favoured  by  gentlemen  of  eminence  in  the  pro- 
fession, and  many  others  have  been  published  in 
different  countries.  But  these  are  sufficient  to 
prove  the  fact,  that  in  cases  in  which  infants  pre- 
sent with  the  arm,  women  would  not  necessarily 
die  undelivered,  though  they  were  not  assisted  by 
art. 

With  respect  to  the  benefit  we  can  in  practice 
derive  from  the  knowledge  of  this  fact,  I  may  be 
permitted  to  repeat,  that  the  custom  of  turning 
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and  delivering  by  the  feet  in  presentations  of  the 
arm,  will  remain  necessary  and  proper  in  all  cases 
in  which  the  operation  can  be  performed  with 
safety  to  the  mother,  or  give  a  chance  of  preserv- 
ing the  life  of  the  infant.  But  when  the  infant  is 
dead,  and  when  we  have  no  other  view  but  merely 
to  extract  it,  to  remove  the  danger  thence  arising 
to  the  mother,  it  is  of  great  importance  to  know 
the  infant  may  be  turned  spontaneously,  by  the 
action  of  the  uterus.  If  we  avail  ourselves  of 
that  knowledge,  the  pain  and  danger  which  some- 
times attend  the  operation  of  turning  an  infant 
may  be  avoided.  Nor  would  any  person,  fixing 
upon  a  case  of  preternatural  presentation,  in  which 
he  might  expect  the  infant  to  be  turned  sponta- 
neously, be  involved  in  difficulty,  if,  from  a  defect 
of  the  pains,  or  any  other  cause,  he  should  be 
disappointed  in  his  expectations.  Nor  would  the 
suflFering  or  chance  of  danger  to  the  patient  be 
increased  by  such  proceeding,  as  the  usual  me- 
thods of  extracting  the  infant  could,  under  any 
such  circumstances,  be  safely  and  successfully 
practised. 

[The  preceding  cases  and  doctrine  are  the  only 
objectionable  parts  in  Dr.  Denman's  works,  but 
fortunately  they  have  never  been,  nor  never  wiU 
be  followed.  The  woman  would  be  exposed  to 
great  danger,  and  according  to  the  Author's  own 
shewing,  not  more  than  one  out  of  thirty  infants 
could  be  born  alive.     No  obstetrician  of  modem 
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times  would  wait  for  the  spontaneous  evolution 
in  transverse  presentations.  He  would  act  in 
conformity  with  the  laws  of  nature,  science,  and 
humanity,  in  performing  the  operation  of  version 
or  turning.  When  the  pelvis  or  head  of  the  in- 
fant is  on  the  outlet,  he  might  wait  for  the  efforts 
of  the  uterus,  but  not  in  all  transverse  cases.  The 
advice  of  Denman  is  neither  followed  in  this 
country  nor  in  any  other,  so  far  as  my  researches 
enable  me  to  conclude.  M.  Velpeau  cites  authors 
who  have  seen  137  cases  of  spontaneous  evolu- 
tion, in  which  125  infants  were  born  dead,  and 
eight  living.  (Traite  des  Accouchemens,  1835.) 
M.  R.] 

[Craniotomy — cephalotomy,  perforation  of  the 
fcetal  head,  and  its  dismemberment,  even  when 
the  infant  is  alive,  is  preferred  in  this  countrj'  to 
the  Csesarean  operation,  or  gastro-hysterotomy. 
It  is  advised  by  certain  German  writers  in  dy- 
namic labours,  as  when  convulsions  are  urgent, 
(Stein,  Ritzen,  &c.) 

Cephalotomy  is  only  employed  in  France,  when 
the  infant  is  dead,  or  most  probably  so,  and  when 
parturition  is  impossible  by  the  natural  passages ; 
when  the  pelvis  is  less  than  fifteen  lines,  when 
the  hand,  forceps,  or  lever,  cannot  be  introduced 
into  the  womb,  the  Caesarean  section  is  preferred 
in  France,  even  when  the  infant  is  dead,  {Velpeau 
Op.  cit.)  "  Our  neighbours,"  says  this  celebrated 
author,  "  have  recourse  to  hysterotomy  too  rarely, 
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and  they  too  often  sacrifice  the  life  of  the  infant 
sooner  than  compromise  that  of  the  mother.  We 
fall  into  the  opposite  excess  on  the  Continent, 
and  are  not  less  blameable.  "When  the  foetus  is 
strong  and  robust,  so  far  from  sacrificing  its  life, 
as  is  done  in  Great  Britain  and  the  North,  we 
ought  to  extract  it  by  a  severe  operation,  which 
is  not  necessarily  fatal  to  the  woman.  No  doubt, 
also,  in  my  opinion,  but  we  ought  to  prefer  ce- 
phalotomy  when  there  is  good  reason  to  fear  the 
death  of  the  infant,  or  that  it  cannot  live.  It 
would  be  too  cruel,  after  the  Csesarean  operation, 
to  find  a  dead  or  non-viable  infant,  which  will  die 
in  a  few  minutes  or  hours  after  the  unfortunate 
woman  has  undergone  such  sufferings  and  dan- 
gers." 

Cephalotomy  is  indicated,  1.  when  the  foetus  is 
dead,  and  when  the  passages  are  too  narrow  to 
admit  of  its  extraction  with  the  forceps,  or  by 
version ;  2.  when  it  is  very  probable  that  the 
infant  has  died  or  is  at  the  point  of  death,  and 
that  to  extract  it,  recourse  should  be  had  to 
gastro-hysterotomy ;  3.  when  the  head  is  in  the 
pelvis,  and  cannot  be  extracted  with  the  hand, 
forceps,  or  lever.  Tt  cannot  be  performed  when 
the  sacro-pubic  or  short  diameter  of  the  brim  of 
the  pelvis  is  of  less  extent  than  eighteen  or  twen- 
ty lines.  It  ought  never  to  be  perfonned  but  in 
cases  of  extreme  necessity. 

Embryotomy  consists  in  passing  a  cutting  in- 
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strument,  called  a  perforator,  along  the  operator's 
fingers  and  into  the  infant's  head.  The  instrument 
is  to  be  passed  into  the  fontanelles,  sutures,  or 
openings  of  the  head,  as  there  is  great  difficulty 
experienced  in  perforating  the  centre  or  ossified 
parts  of  the  bones  of  the  skull. 

When  the  perforator  is  introduced  to  the  rests 
or  shoulders,  it  ought  to  be  opened,  the  fingers 
still  protecting  the  uterus,  then  closed  and  passed 
into  the  brain.  The  incision  ought  to  be  a  sim- 
ple and  then  a  crucial  one,  about  an  inch  or  two 
in  length.  The  opening  thus  made  admits  the  fin- 
gers or  perforator  to  break  down  the  brain,  which 
is  rapidly  expelled  by  the  labour-pains,  or  parturi- 
ent action ;  the  size  of  the  head  is  diminished, 
all  injurious  pressure  on  the  soft  parts,  bladder, 
rectum,  &c.,  is  removed,  and  the  infant  is  expelled 
by  the  natural  efforts. 

When  the  action  of  the  uterus  does  not  expel 
the  infant,  the  forceps,  lever,  or  craniotomy-for- 
ceps,  which  has  superseded  the  crotchet,  may  be 
applied.  Traction,  with  any  of  these  instruments, 
should  be  made  in  the  axes  of  the  pelvis.  If  we 
save  the  integuments  of  the  scalp,  we  often  suc- 
ceed in  extracting  the  head  without  breaking 
down  the  vault  of  the  skull,  by  passing  one  blade 
of  the  craniotomy-forceps  within  the  head,  and 
the  other  over  the  scalp  and  bones.  This  gives 
a  firm  hold,  and  if  traction  be  made  in  the  axis 
of  the  outlet  towards  the  pubes,  the  head  will 
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in  many  cases  descend  rapidly,  and  be  easily  ex- 
tracted. The  craniotomy-forceps  or  crotchet 
ought  always  to  be  applied  over  the  most  solid 
part  of  the  head,  and  the  soft  parts  of  the  woman 
properly  protected  with  the  left  hand,  as  the  bones 
of  the  skull  very  easily  give  way. 

The  crotchet  ought  to  be  placed  on  the  occi- 
put, mastoid  process,  petrous  portion  of  the  tem- 
poral bone,  occipital  foramen,  lower  jaw,  orbit,  or 
forehead.  When  a  portion  of  bone  is  broken  or 
yields,  great  care  must  be  taken  in  extracting  it 
not  to  injure  the  woman.  In  contracted  or  de- 
formed pelves,  it  may  be  necessary  to  re-intro- 
duce the  craniotomy-forceps  or  crotchet  several 
times  before  the  cranium  is  so  reduced  in  size  as 
to  pass  through  the  outlet,  and  the  greatest  care 
mu^t  be  taken  not  to  contuse  or  otherwise* injure 
the  soft  parts  of  the  woman. 

The  breaking  down  of  the  cranium  to  the  base 
of  the  skull  may  occupy  two  hours,  and  some- 
times more,  during  which  the  strength  of  the 
patient  ought  to  be  properly  supported.  In  cases 
in  which  the  pelvis  is  capacious,  labour  is  speedi- 
ly completed  after  opening  the  head.  The  base 
of  the  skull  may  be  broken  down  with  the  for- 
ceps of  Davis,  Holmes,  Baudelocque,  the  cepha- 
latribe*,  or  the  terebellum  of  Duges.     This  last 

*  This  instrument  is  said  to  overcome  all  difficulties  relative 
to  the  size  of  the  head,  and  renders  perforators,  crotchets,  and 
craniotomy-forceps  superfluous. 
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instrument  is  capable  of  perforating  the  bones 
and  cartilages,  and  breaking  down  the  base  of 
the  cranium.  This  operation  is  called  cephala- 
tripsy,  and  supersedes  symphyseotomy  and  hys- 
terotomy. It  may  also  be  applied  to  the  pelvis 
of  the  infant.  When  the  infant  descends  or  pre- 
sents by  the  feet,  and  the  head  remains  in  the 
cavity  of  the  pelvis,  it  may  be  extracted  as  al- 
ready described  (p.  16),  or  may  require  crani- 
otomy. 

When  the  pelvis  is  greatly  deformed,  the  body 
of  the  infant  must  be  dismembered,  and  in  such 
cases  there  is  perhaps  as  great  danger  to  the  wo- 
man as  is  incurred  by  hysterotomy. 

When  the  skull  remains  in  the  uterus  after  the 
body  is  separated  from  it,  an  assistant  should 
press  on  it  so  as  to  fix  it,  unless  it  be  already  fixed 
or  impacted,  while  the  operator  introduces  the 
perforator,  and  breaks  it  down  with  the  crani- 
otomy-forceps,  which  has  nearly  superseded  the 
crotchet  in  this  country.  This  instrument  is 
somewhat  similar  to  a  lithotomy-forceps,  ex- 
cept that  it  has  prominent  teetli  between  the 
blades,  which  enable  the  operator  to  take  a 
firm  hold  of  the  bones  of  the  head  and  to  break 
them.  The  crotchet  may  slip  and  lacerate  the 
woman.     It  is  now  seldom  used.     M.  R.] 
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Class  IV.    Anomalous  or  Complex  Labours. 


FOUR  ORDERS. 
ORDER  I. 

Labours  attended  with  Hemorrhage. 

ORDER  II. 

Labours  attended  with  Convulsions. 

ORDER  III. 

Labours  with  two  or  more  Children. 
ORDER  IV. 

Labours  in  which  the  Funis  Umbilicalis  presents 
before  the  Child. 


ON   labours  ATTENDED  WITH    HEMORRHAGE. 

Hemorrhage.  A  discharge  of  blood  from  the 
uterus,  inordinate  with  respect  to  time  or 
quantity. 

Varieties. 

1.  In  abortions- 

2.  At  the  full  period  of  utero-gestation. 

3.  After  the  birth  of  the  child. 

4.  After  the  expulsion  of  the  placenta. 
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Note.  No  general  description  or  character  can 
be  given  to  Anomalous  Labours  as  a  class,  be- 
cause the  different  orders  bear  no  resemblance  to 
each  other.  They  are  brought  together  merely  to 
prevent  the  multiplication  of  classes;  [and  I  have 
included  all  these  labours  under  the  head  dys- 
tocia, as  d.  hemorrhagica,  d.  convulsiva,  d.  funi- 
calis,  &c.,  (see  my  Manual  of  Obstetricy,  1831.) 
The  term  complex  or  anomalous  labours  is  arbi- 
trary, unscientific,  aiid  untenable.     M.  R.] 
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[The  expulsion  of  the  embryo  or  foetus  before 
the  sixth  month  of  utero-gestation  is  termed  abor- 
tion; and  after  this  period,  premature  labour. 
M.  R.] 

SECTION   I. 

1.  With  respect  to  the  time  of  pregnancy,  all 
expulsions  of  the  foetus  may  be  reduced  under 
two  distinctions. 

2.  In  the  first  will  be  included  all  those  which 
occur  before  the  uterus  is  sufficiently  distended  to 
allow  of  any  manual  operation ',  and  these  may 
be  properly  called  abortions. 

3.  In  the  second  may  be  classed  all  those  which 
allow  of  manual  assistance,  if  required;  and 
which  axe  therefore  to  be  esteemed  as  labours, 
premature  or  at  the  full  time. 

4.  But  no  precise  period  of  pregnancy  can  be 
fixed  as  a  line  for  these  distinctions. 

5.  We  may,  however,  in  general  say,  that  all 
expulsions  of  the  foetus,  before  the  end  of  the 
sixth  month,  are  to  be  considered  as  abortions. 
[Abortion  is  the  expulsion  of  an  infant  before  it 
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can  live  or  be  viable  without  the  uterus ;  and  pre- 
mature labour  when  it  is  viable.     M.  R.} 

6.  But  all  expxilsions  of  the  foetus,  after  the 
expiration  of  the  sixth  month,  are  to  be  esteemed 
as  labours,  and,  if  attended  wnith  the  same  cir- 
cumstances, should  be  managed  upon  the  same 
principles. 

7.  Yet  expulsions  of  the  foetus  sometimes  hap- 
pen so  critically,  as  to  make  it  doubtful  to  which 
distinction  they  should  be  ascribed,  especially  in 
cases  in  which  there  are  two  or  more  children. 

8.  When  manual  assistance  is  thought  needful, 
the  longer  the  time  wanting  to  complete  the  full 
period  of  pregnancy,  the  more  difficult  must  be 
any  operation. 


SECTION   II. 

On  the  causes  of  ahortions. 

1.  The  predisposing  causes  of  abortion  are^ 
1st,  general  indisposition  of  the  constitution;  2d, 
infirmity  of  the  uterus,  and  diseases  of  the  ovum. 

2.  The  general  state  of  women  who  are  dis- 
posed to  abortion  is  very  different,  some  being 
weak  and  reduced,  and  others  plethoric. 

3.  Weakly  women  become  more  liable  to  abor- 
tion, because  they  are  susceptible  of  violent  im- 
pressions from  slight  external  causes. 
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4.  Plethoric  women  are  more  liable  to  abortion, 
from  the  peculiar  disposition  which  the  vessels  of 
the  uterus  have,  from  structure  and  habit,  to  dis- 
charge their  contents. 

5.  Every  action  in  common  life  has  been  as- 
signed as  a  cause  of  abortion.  [All  mental  emo- 
tions, falls,  blows,  agitation  in  carriages,  on  horse- 
back, raising  heavy  weights,  frights,  terror,  thun- 
der, noise  of  artillery,  walking,  dancing,  coughing, 
laughing,  &c.,  are  causes  of  abortion.     M.  K.] 

6.  But  it  is  to  the  excess  of  these  actions  that 
we  are  to  attribute  their  effects,  for  women  in 
health  seldom  abort,  unless  from  violent  external 
causes. 


SECTION   III. 

On  the  prevention  of  abortion. 

1.  As  every  disease  to  which  women  are  liable 
may  dispose  to  abortion,  the  method  instituted  to 
prevent  it  must  be  accommodated  to  the  disease, 
or  to  the  state  of  the  constitution. 

2.  In  some  constitutions  abortions  may  be  pre- 
vented by  repeated  bleeding  in  small  quantities, 
by  antiphlogistic  medicines,  and  sometimes  by 
warm  bathing. 

3.  In  others,  abortion  may  be  prevented  by 
nourishing  and  invigorating  diet  and  medicines, 
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by  bark,  by  the  liberal  use  of  wine,  especially 
claret,  and  often  by  cold  bathing. 

4.  But  it  will  be  proper,  in  every  case,  to  avoid 
all  violent  exercise,  to  keep  the  mind  composed, 
and  to  rest  frequently  in  an  horizontal  position. 
[Rest  is  absolutely  necessary,  and  opium  is  indis- 
pensable to  arrest  and  suspend  labour-pains, 
whenever  they  commence.     M.  R.] 

3.  Women  seldom  abort  while  they  have  the 
vomiting  which  usually  attends  early  pregnancy. 

6.  In  women  who  have  no  spontaneous  vomit- 
ing, this  may  be  excited,  with  safety  and  advan- 
tage, by  frequently  giving  small  doses  of  ipecacu- 
anha. [This  practice  is  scarcely  ever  followed 
at  present.     M.  R.] 

7.  Pregnant  women  are  usually  costive,  and 
abortions  have  been  very  often  occasioned  by  too 
great  assiduity  to  remove  this  costiveness,  which 
is  a  natural  and  proper  state,  in  the  early  part  of 
pregnancy. 


SECTION   IV. 

On  the  signs  of  abortion. 

1.  The  signs  of  abortion  are,  frequent  micturi- 
tion, tenesmus,  pains  in  the  back,  abdomen,  and 
groins,  with  a  sense  of  weight  in  the  region  of 
the  uterus. 
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2.  But  the  most  certain  sign  is,  a  discharge  of 
blood,  which  proves  that  some  part  of  the  ovum 
is  separated  from  the  uterus. 

3.  It  has  been  supposed  when  this  last  sign 
appears,  that  there  is  scarcely  a  possibility  of  the 
patient  proceeding  in  her  pregnancy. 

4.  But  I  have  met  with  an  infinite  number  of 
cases  in  practice,  in  which,  notwithstanding  this 
appearance,  once  or  oftener,  to  a  considerable  de- 
gree, the  discharge  has  ceased,  and  no  ill  conse- 
quences have  followed. 

5.  We  are  therefore  to  persevere  in  the  use  of 
those  means  of  prevention  which  are  thought 
reasonable  and  proper,  till  the  abortion  has  actu- 
ally happened. 

6.  It  is  not  always  prudent  to  give  a  decided 
opinion  of  the  probable  event  of  those  cases  in 
which  abortion  is  threatened,  as  their  termination 
is  often  different  from  what  might  have  been  ex- 
pected from  the  symptoms. 


SECTION   V. 

On  the  treatment  of  women  at  the  time  of 
abortion. 

1.  The  treatment  must  vary  according  to  the 
nature  and  degree  of  the  symptoms. 


156  ON    ABORTIONS. 

2.  There  is  an  endless  variety  in  the  manner  in 
which  abortion  takes  place.  Some  women  abort 
with  sharp  and  long  continued  pains,  others  with 
little  or  no  pain ;  some  with  a  profuse  and  alarm- 
ing hemorrhage,  others  with  very  little  discharge. 
In  some  the  ovum  has  been  soon  and  perfectly 
expelled,  in  others  after  a  long  time,  in  small  por- 
tions, or  very  much  decayed ;  but  the  only  alarm- 
ing symptom  is  the  hemorrhage.  [The  embryo 
may  be  expelled  surrounded  with  the  amnios, 
chorion,  or  decidua,  the  placenta  remaining  in  the 
uterus. 

This  may  be  retained  for  five  or  six  weeks,  after 
the  expulsion  of  the  fcetus.  In  such  cases  the 
hemorrhage  may  be  profuse,  and  induce  great 
prostration  of  the  vital  powers,  and  excite  many 
fatal  diseases.  It  is  an  axiom,  that  an  abortion 
is  much  more  injurious  to  the  constitution  than  a 
natural  labour.  The  one  is  a  disease,  the  other  a 
natmal  function.  Abortion  may  recur  ten,  or 
even  twenty  times  at  the  same  period  of  preg- 
nancy. In  such  cases,  it  is  most  important  to 
prevent  the  recuiTcnce,  and  bring  the  woman  to 
the  end  of  pregnancy.     M.  R.] 

3.  The  hemorrhage  in  abortions  is  not  always 
in  proportion  to  the  period  of  pregnancy,  this 
being  in  some  advanced  cases  very  small ;  and  in 
others,  though  very  early,  abundant.  [Women 
have  died  of  hemorrhage,  and  others  have  only 
been  saved  by  transfusion.     M.  R.] 
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4.  The  hemorrhage  usually  depends  upon  the 
difficulty  with  which  the  ovum  may  be  expelled 
and  upon  the  state  of  the  constitution  of  the  pa- 
tient naturally  prone  to  hemorrhage. 

5.  The  general  principles  which  should  guide 
us  in  the  treatment  of  hemorrhages,  from  any 
other  part  of  the  body,  are  applicable  to  those  of 
the  uterus,  regard  being  had  to  the  structure  of 
the  uterus. 

6.  If  the  patient  be  plethoric,  some  blood 
should  be  taken  from  the  arm  at  the  commence- 
ment of  the  hemorrhage,  and  the  saline  draughts 
with  nitre,  or  acids  of  any  kind,  may  be  given  in 
as  large  a  quantity,  and  as  often,  as  the  stomach 
will  bear.  [The  infusion  of  roses  is  perfectly  use- 
less.   M.  R.] 

7.  These  may  also  be  given  during  its  continu- 
ance, and  cloths  wet  with  cold  vinegar  may  be 
applied  to  the  abdomen  and  loins,  and  renewed  as 
they  become  warm.  The  patient  should  be  ex- 
posed to,  and  suffered  to  breathe,  the  cold  air. 

8.  Every  application  or  medicine,  actually  or 
potentially  cold,  may  be  used.  A  large  draught 
of  cold  water  or  ice  may  be  given  with  great  pro- 
priety ;  and  it  is  the  custom  in  Italy  to  sprinkle 
ice  over  the  body  of  the  patient,  if  the  danger  of 
the  case  be  imminent.  [It  is  questionable  whether 
cold  applied  to  the  lower  part  of  the  abdomen, 
(over  the  pubes,)  does  not  increase  the  determina- 
tion of  blood  to  the  uterus,  and  augment  the  flood- 
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ing.  Nevertheless,  I  have,  in  numerous  cases, 
known  hemorrhage  in  abortions  arrested  by  such 
applications.     M.  R.] 

9.  Every  medicine  or  application  which  has 
the  power  of  slackening  the  circulation  of  the 
blood,  eventually  becomes  an  astringent ;  but 
astringents,  properly  so  called,  can  have  no  power 
in  stopping  hemorrhages  from  the  uterus.  [The 
acetate  of  lead,  combined  with  opium  and  dilute 
acetic  acid,  is  an  exception,  and  will  often  re- 
strain hemorrhage.     M.  R.] 

10.  Hemorrhages  are  stayed  by  the  contraction 
of  the  coats  of  the  blood-vessels,  or  by  the  forma- 
tion of  coagula,  plugging  up  the  orifices  of  the 
open  blood-vessels. 

11.  Both  these  effects  are  produced  more  fa- 
vourably during  a  state  of  faintness,  which,  though 
occasioned  by  the  loss  of  blood,  becomes  a  re- 
medy in  stopping  hemorrhages. 

12.  Cordials  are  not,  therefore,  to  be  hastily 
given  to  those  who  are  faint  from  loss  of  blood ; 
unless  the  faintness  should  continue  so  long  as  to 
make  us  apprehensive  for  the  immediate  safety  of 
the  patient. 

13.  The  introduction  of  lint,  a  piece  of  sponge, 
or  any  other  soft  substalice,  into  the  vagina,  has 
been  recommended,  and  sometimes  used  with 
advantage,  by  favouring  the  formation  of  co- 
agula. 

14.  Cold  or  astringent  injections  into  the  vagina, 
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or  even  a  piece  of  ice  introduced  into  the  vagina, 
have  also  been  recommended. 

[The  use  of  these  remedies  is  very  question- 
able. The  introduction  of  the  substances  loose- 
ly into  the  vagina,  can  seldom  favour  the  forma- 
tion of  coagula.  The  introduction  of  pieces  of 
lint,  muslin,  or  calico,  passed  piece  by  piece, 
oiled,  and  placed  against  the  os  uteri,  and 
augmented  so  as  to  completely  fill  the  vagina, 
will  arrest  flooding.  This  method  is  termed  the 
tampon  or  plug  by  foreign  writers.  It  is,  when 
properly  applied,  a. most  efficient  remedy.  It 
should  never  be  neglected  in  abortions.  I  have 
fully  described  the  value  of  this  remedy  in  my 
Manual  of  Obstetricy.     M.  R.] 

15.  Opiates  have  been  advised  in  abortions  at- 
tended with  profuse  discharges,  and  they  may 
sometimes  be  proper  to  ease  pain,  or  to  quiet  the 
patient,  especially  when  there  is  a  chance  of  pre- 
venting the  abortion,  or  after  the  accident  has 
happened. 

16.  But  when  there  is  no  hope  of  preventing 
the  abortion,  the  degree  of  pain  proving  the  de- 
gree of  action  of  the  uterus,  and  the  action  of 
the  uterus  producing  and  favouring  the  contractile 
power  of  the  blood-vessels;  if  by  opiates  the  action 
of  the  uterus  should  be  prevented  or  checked,  they 
may  contribute  to  the  continuance  of  the  hemor- 
rhage. 

17.  Hemorrhages  in  abortions,  independent  of 
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other  complaints,  though  sometimes  very  alarm- 
ing, are  not  dangerous.  [This  is  generally  cor- 
rect, but  is  liable  to  exceptions,  as  already  stated. 
M.  R.] 

18.  But  if  women  abort  in  consequence  of 
acute  diseases,  or  if  they  are  attended  with  violent 
spasms,  there  will  be  real  and  great  danger. 

19.  For  they  abort  because  they  are  already  in 
great  danger,  and  the  danger  is  increased  and  ac- 
celerated by  the  abortion. 

20.  The  ovum  has  been  sometimes  retained  in 
the  uterus  for  many  months  after  the  symptoms  of 
abortion  had  appeared,  and  when  it  had  lost  the 
principle  of  increasing. 

21.  But  it  is  not  now  thought  necessary  or 
proper  in  abortions,  to  use  any  means  for  bringing 
away  the  ovum,  or  any  portion  of  it  which  may  be 
retained,  with  instruments  or  manual  assistance. 
[The  secale  conmtum  will  cause  its  expul- 
sion. 

Blood-letting,  opium,  absolute  rest,  and  the 
tampon  or  plug,  are  the  best  means  for  preventing 
abortion. 

The  ergot  of  rye  is  the  best  remedy  to  expedite 
the  expulsion  of  the  ovum.  When  the  placenta 
is  retained  after  the  expulsion  of  the  foetus  and 
proper  use  of  the  ergot,  the  plug  is  of  great  value 
in  aiTesting  flooding.  It  ought  to  be  removed 
every  twenty-four  hours,  and  an  astringent  lotion, 
such  as  equal  parts  of  the  compound  solution  of 
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alum   and   water,    thrown  into   the   vagina   and 
uterus. 

When  the  patient  is  of  a  full  habit  and  ruddy 
complexion,  she  ought  to  be  bled  in  the  arm, 
put  to  bed,  have  a  full  dose  of  opium,  such  as 
twenty-five  or  thirty  drops  of  sedative  solution, 
or  a  full  dose  of  morphia ;  (see  my  Translation  of 
the  Foi-mulary  of  Hospitals,  1835;)  and  if  there 
be  hemon-hage,  the  vagina  should  be  tightly 
plugged.  The  acetate  of  lead  with  opium  in  so- 
lution forms  the  best  astringent.  The  patient 
should  be  confined  to  a  sofa  or  bed,  and  avoid 
sexual  commerce.  Abortion  is  generally  prevented 
by  these  means.     M.  E,.] 


SECTION   VI. 

On  hemorrhages    at    the  full  period  of  utero- 
gestation. 

1.  Under  this  section  will  be  included  all  those 
hemorrhages  which  may  happen  in  the  last  three 
months  of  pregnancy. 

2.  These  are  occasioned,  first,  by  the  attach- 
ment of  the  placenta  over  the  os  uteri.  [An  edge 
of  the  placenta  may  be  placed  over  the  orifice  of 
the  womb,  and  will  be  separated  between  the 
seventh  and  eighth  month,  when  the  cervix  or 
neck  of  the  uterus  begins  to  dilate.     M.  R.]     Se- 
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condly,  by  the  separation  of  a  part,  or  of  the  whole 
placenta,  which  had  been  attached  to  some  other 
part  of  the  uterus. 

3.  Hemorrhages  arising  irom  the  first  cause  are 
more  dangerous  than  from  the  second ;  but  those 
from  the  second  have  sometimes  proved  fatal. 

4.  The  danger  attending  hemorrhages  is  to  be 
estimated  from  a  consideration  of  the  general 
state  of  the  patient,  of  their  cause,  of  the  quan- 
tity of  blood  discharged,  and  of  the  effect  of  the 
loss  of  blood,  which  will  vary  in  different  consti- 
tutions. 

6.  Hemorrhages  are  infinitely  more  dangerous 
with  sudden  than  with  slow  discharges  of  blood, 
even  though  the  quantity  lost  may  be  equal. 

6.  The  danger  arising  from  hemorrhages  is  in- 
dicated by  the  weakness  or  quickness  of  the  pulse, 
or  by  its  becoming  imperceptible,  by  the  paleness 
of  the  lips,  and  a  ghastly  countenance,  by  in- 
quietude, (excessive  restlessness,)  by  continued 
fainting,  by  a  high  and  laborious  respiration,  and 
by  convulsions. 

7.  The  last  two  symptoms  are  usually  mortal, 
though  when  women  are  extremely  reduced,  they 
are  liable  to  hysteric  affections  of  a  similar  kind 
that  are  not  dangerous. 

8.  The  vomiting,  which  generally  follows  vio- 
lent hemorrhages,  indicates  the  injury  which  the 
constitution  has  sustained  by  the  loss  of  blood, 
but  by  the  action  of  vomiting  the  patient  is  al- 
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ways  relieved,  and  it  contributes  to  the  suppres- 
sion of  hemorrhages. 

[This  position  is  correct,  except  in  extreme 
cases  of  hemorrhages,  when  it  is,  according  to 
my  experience,  erroneous.  In  many  such  cases 
nothing  but  transfusion  can  save  the  life  of  the 
patient.     M.  R.] 

9.  Near  the  full  period  of  utero-gestation  wo- 
men are  always  in  greater  danger  in  those  hemor- 
rhages which  are  not  accompanied  with  pain. 

10.  For  the  pain  proving  the  contraction  of  the 
uterus,  and  this  proving  that  the  strength  of  the 
constitution  is  not  exhausted,  the  danger  in  he- 
morrhages may  often  be  estimated  by  the  absence 
or  degree  of  pain. 

[When  the  placenta  is  attached  over  the  orifice 
of  the  womb,  it  is  separated  between  the  seventh 
and  eighth  month,  as  at  this  period  the  neck  of 
the  womb  dilates,  the  vessels  running  between  it 
and  the  placenta  are  torn,  and  profuse  flooding 
without  labour-pain  is  the  consequence.  The  rup- 
ture is  caused  by  the  natural  expansion  of  the 
womb,  and  not  by  natural  labour.  The  woman 
may  bleed  to  death  in  such  cases  without  a  single 
labour-pain,  unless  the  nature  of  her  disease  is 
understood  and  properly  treated.  It  would  shew 
ignorance  and  folly  in  the  management  of  such 
cases  to  wait  for  labour-pains,  as  will  more  fully 
appear  by  the  details  in  the  following  section, 
M.R.] 
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SECTION  VII. 

On  those  hemorrhages  which  are  occasioned  hy 
the  attachment  of  the  placenta  over  the  os 
uteri. 

1.  Though  the  placenta,  which  may  easily  be 
distinguished  from  the  membranes,  or  from  coagu- 
lated blood,  as  soon  as  the  os  uteri  is  a  little 
opened,  be  attached  over  the  os  uteri,  the  woman 
usually  passes  through  the  early  part  of  pregnancy 
.without  any  inconvenience,  or  symptom  which 
denotes  the  circumstance. 

[It  is  only  discoverable  between  the  seventh 
and  eighth  months,  when  the  cervix  uteri  begins 
to  develope.    M.  R.] 

2.  But  before  or  when  the  changes  previous  to 
labour  come  on,  there  must  be  an  hemorrhage, 
because  a  separation  of  a  part  of  the  placenta  is 
thereby  occasioned,  and  as  the  disposition  to  la- 
bour advances,  the  hemorrhage  is  generally, though 
not  universally,  increased. 

3.  With  this  circumstance  very  slight  external 
causes  are  also  apt  to  occasion  hemon'hage. 

4.  When  an  hemorrhage  from  this  cause  has 
once  come  on,  the  patient  is  never  free  from  dan- 
ger till  she  is  delivered. 

5.  The  powers  of  the  constitution  are  under- 
mined by  hemorrhages  profuse  or  often  returning, 
so  that  no  efforts,  or  only  \'ery  feeble  and  insuffi- 
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cient  ones,  are  commonly  made  for  the  expulsion 
of  the  child. 

6.  We  are  therefore  often  obliged  to  free  the 
patient  from  the  imminent  danger  she  is  in  by  ar- 
tificial delivery. 

7.  Of  the  propriety  of  this  delivery,  in  cases  of 
dangerous  hemorrhage,  there  is  no  doubt,  or  can 
be  any  dispute,  except  as  to  the  precise  time  when 
the  patient  ought  to  be  delivered. 

8.  On  the  first  appearance  of  the  hemorrhage, 
unless  it  be  prodigious  in  quantity,  or  unusually 
terrifying  in  its  effect,  it  is  seldom  either  requisite 
or  proper  to  attempt  to  deliver  by  art. 

9.  Nor  does  it  often  happen  that  a  second  or  a 
third  return  of  the  discharge  compel  us  to  the  de- 
livery by  art. 

10.  But  as  a  patient  with  this  circumstance 
cannot  be  secured  till  she  is  delivered,  and  as  the 
delivery  is  seldom  completed  by  .the  natural  ef- 
forts, and  as  the  artificial  delivery,  though  per- 
fonned  before  it  is  absolutely  necessary,  is  not 
dangerous,  if  performed  with  care,  we  must  be  on 
our  guard  not  to  delay  the  delivery  too  long. 

1 1 .  In  some  cases  in  which  it  might  be  thought 
eligible  to  deliver  on  account  of  the  hemorrhage, 
the  parts  are  so  unyielding  as  not  to  allow  of  the 
operation  itself  without  some  hazard. 

[When  the  patient  is  greatly  debilitated,  and  the 
orifice  of  the  womb  luidilated,  there  can  be  no 
danger  or  hazard  in  dilating  it  after  the  sixth  or 
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seventh  month  of  pregnancy,  because  it  is  capa- 
ble of  dilatation  at  any  period  of  pregnancy,  more 
especially  in  the  last  three  months.  Many  wo- 
men and  their  infants  have  been  sacrificed  by  the 
fear  of  dilating  the  uterus.     M.  R.] 

12.  Yet  when  the  parts  requiring  dilatation 
make  no  resistance  to  the  passage  of  the  hand,  the 
event  of  the  operation  is  always  more  precarious, 
the  operation  having  been  deferred  too  long. 

13.  But  though  it  may  be  proper  in  some  cases 
to  determine  on  immediate  delivery,  the  operation 
must  always  be  performed  with  the  utmost  deli- 
beration. 

14.  The  first  part  of  the  operation  has  been  de- 
scribed under  preternatural  presentations. 

[The  fingers  are  to  be  brought  together,  so  that 
the  hand  fonns  a  cone,  and  they  are  to  be  gradually 
introduced  through  the  os  uteri.  The  fingers  are 
to  be  passed  in  succession  through  the  orifice  of 
the  womb,  until  the  hand  is  introduced  into  the 
uterus.     M.  R.] 

15.  When  the  hand  is  carried  to  the  placenta 
attached  over  the  os  uteri,  it  is  of  little  conse- 
quence whether  we  perforate  the  placenta  with 
our  fingers,  or  separate  it  on  one  side  till  we  come 
to  the  edge,  though  the  latter  is  generally  prefer- 
able. 

16.  If  the  hand  be  passed  through  the  placenta, 
we  shall  come  directly  to  the  part  of  the  child 
which  presents. 
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[The  hand  ought  not  to  be  passed  through  the 
centre  of  the  placenta,  in  which  the  funis  or  navel 
cord  is  generally  situated,  as  this  last  would  be 
lacerated,  and  the  infant  destroyed.     M.  R.] 

17.  But  if  we  separate  the  placenta  to  the  edge, 
jthe  hand  will  be  on  the  outside  of  the  membranes, 
which  must  be  ruptured  before  we  lay  hold  of  the 
feet  of  the  child. 

[It  is  much  safer  to  pass  the  hand  in  this  way, 
as  there  is  less  danger  of  injuring  or  destroying 
the  life  of  the  infant.  M.  R.] 
rj  18.  No  regard  is  to  be  paid  to  the  part  of  the 
infant  which  may  present,  as  it  must  always  be 
delivered  by  the  feet. 

19.  The  feet  of  the  infant  being  brought  slowly 
into  the  pelvis,  we  must  wait  till  the  uterus  is 
contracted  to  the  body  of  the  infant,  which  will 
be  indicated  by  pain,  and  known  by  the  applica- 
tion of  our  hand  to  the  abdomen. 

[The  contractions  of  the  uterus  may  be  excited 
by  a  proper  use  of  the  ergot  of  rye,  which  may  be 
given  before  or  after  the  hand  is  introduced  into 
the  womb,  according  to  the  strength  and  state  of 
the  patient.  When  there  is  great  debility,  the  er- 
got must  be  given  in  large  or  double  doses,  seldom 
exceeding  half  an  ounce.  (For  a  minute  account 
of  this  valuable  remedy,  see  my  Manual  of  Ob- 
stetricy,  3rd  Edition,  1831,  and  my  Translation 
of  the  New  Formulary  of  Hospitals,  1835.  See 
also  p.  67.) 
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When  the  woman  is  very  weak,  and  the  hand 
about  to  be  passed  into  the  womb  to  extract  the 
infant,  the  ergot  of  rye  ought  to  be  given  in  a  full 
dose  a  few  minutes  previously,  and  repeated 
when  the  hand  is  introduced,  imless  the  pains  re- 
turn. The  object  in  giving  the  medicine  is  to  ex- 
cite the  uterus  to  contract,  thereby  to  accelerate 
parturition  during  the  operation  of  version  or 
turning,  to  expel  the  placenta,  and  suppress  he- 
morrhage. I  have  repeatedly  administered  the 
medicine  in  the  cases  under  consideration  with 
the  greatest  success.  It  was  not  in  use  in  the 
time  of  Dr.  Denman,  and  has  only  been  introduced 
within  a  recent  period.     M.  E,.] 

20.  The  delivery  must  then  be  finished  very 
slowly,  to  give  the  uterus  time  to  contract  as  the 
child  is  withdrawn  from  its  cavity ;  but  this  part 
of  the  operation  has  likewise  been  described 
under  preternatural  presentations. 

21.  An  assistant  should  make  a  moderate  pres- 
sure upon  the  abdomen  during  the  operation,  to 
aid  the  contraction  of  the  uterus ;  [the  ergot  will 
do  this  more  eflfectually,  as  already  stated.  M.  R. ;] 
and  to  prevent  ill  consequences  from  the  sudden 
emptying  of  the  abdomen. 

22.  When  the  infant  is  bom,  the  hemorrhage 
will  be  generally  stayed,  if  the  operation  has  been 
performed  slowly. 

[There  are  many  exceptions  to  this  aphorism, 
unless  the  ergot  of  rye  be  freely  employed,  and 
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many  women,  without  it,  iKve  and  will  be  lost  by 
hemorrhage.     M.  R.] 

23.  But  if  the  hemorrhage  should  continue  or 
return,  the  placenta  is  to  be  managed  as  will  be 
afterwards  directed. 

24.  Should  no  uncommon  difficulty  attend  the 
delivery,  infants  will  be  often  bom  liv^ig  in  cases 
of  hemorrhage  which  are  attended  with  the  ut- 
most danger  to  the  mother ;  or,  as  it  has  some- 
times happened,  after  the  death  of  the  mother. 
[According  to  my  experience,  the  majority  of  in- 
fants are  born  dead.     M.  R.] 

25.  Before,  during,  or  after  delivery,  in  cases  of 
hemorrhage,  the  means  and  applications  before 
recommended,  may  be  occasionally  used  with  ad- 
vantage. 


SECTION   VII. 

On  those  hemorrhages  which  are  occasioned  hy 
the  separation  of  a  part,  or  of  the  whole 
placenta^  before  or  in  the  time  of  labour. 

1.  Hemorrhages  arising  from  this  cause  are 
seldom  so  alarming  or  dangerous  as  the  preceding. 
[I  have  repeatedly  observed  hemorrhages  of  this 
kind  as  dangerous  as  the  former ;  and  I  know  no 
scientific  reason  why  they  should  not  be  so. 
M.  R.] 

2.  But   if  the   separation  of  the  placenta  be 
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sudden  and  extensive,  the  danger  may  be  equal, 
and  the  same  mode  of  proceeding  required. 

3.  Our  conduct  must  be  guided  by  a  consider- 
ation of  the  degree  and  effect  of  the  hemorrhage, 
and  of  the  state  of  the  labour  when  it  occurs. 

4.  Should  the  hemorrhage  from  this  cause  occur 
in  the  fir^  period  of  labour,  the  action  of  the 
uterus  will  be  weakened,  but  it  may  be  sufficient 
to  dilate  the  os  uteri.  [In  this  case  also,  the  ergot 
of  lye  is  most  valuable,     M.  R.] 

5.  If  the  quantity  of  blood  lost  in  these  cases 
be  very  considerable  when  the  os  uteri  is  suf- 
ficiently dilated,  the  greater  the  degree  the  better, 
if  th3  case  will  allow  us  to  wait  so  long,  the  mem- 
branes containing  the  waters  may  be  ruptured. 
[In  extreme  cases  of  this  kind,  I  always  dilate 
the  OS  uteri,  as  I  feel  convinced  that  it  is  dilatable 
At  all  periods  of  pregnancy,  and  especially  in  the 
latter  months.  My  valued  and  experienced  friend, 
Mr.  Barlow,  of  Blackburne,  has  lately  assured 
me,  that  he  has  dilated  the  uterus  under  such  cir- 
ciunstance  with  the  best  effects,  and  without  a 
single  untoward  symptom.     1832.     M.  R.] 

6.  By  the  discharge  of  the  waters  the  distension 
of  the  uterus  will  be  lessened,  and  by  the  conse- 
quent contraction,  the  size  of  the  vessels  being 
diminished,  the  hemorrhage  will  of  course  be 
abated  or  removed. 

7.  After  the  abatement  or  suppression  of  the 
hemorrhage,  the  action  of  the  uterus  will  become 
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stronger,  so  that  the  delivery  will,  in  general,  be 
then  completed  without  further  assistance. 

8.  But  if  the  hemorrhage  should  continue  after 
the  discharge  of  the  waters,  in  such  a  degree  as 
to  threaten  danger ;  or  if  it  should  commence  in 
the  second  period  of  the  labour ;  the  interposition 
on  our  part  must  vary  according  to  the  circum- 
stances, and  chiefly  according  to  the  situation  of 
the  child. 

9.  Jt  may  in  some  cases  be  necessary  to  deliver 
by  art,  as  in  the  preceding  section,  and  in  others 
to  deliver  with  the  forceps  or  vectis,  if  the  hemor- 
rhage be  profuse,  and  we  despair  of  the  infant 
being  expelled  by  the  natural  efforts. 

10.  The  proper  management  of  all  such  cases 
may  be  collected  from  what  will  be  generally  said 
on  the  subject,  being  always  on  our  guard  to  dis- 
tinguish between  fear  and  real  danger. 


SECTION   VIII. 

Oh  those  hemorrhages  which  occur  when  the  pla- 
centa is  retained  after  the  birth  of  the  child. 

1.  The  placenta  is  generally  expelled  by  the 
spontaneous  action  of  the  uterus  in  a  short  time 
after  the  birth  of  the  infant. 

2.  But  sometimes  the  placenta  is  retained,  1st, 
from  the  inaction  or  insufficient  action   of  the 

I  2 
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uterus ;  2d,  by  the  irregular  action  of  the  uterus ; 
3d,  by  the  sciiThous  adhesion  of  the  placenta  to 
the  uterus. 

3.  Sometimes  there  is  a  profuse  discharge  of 
blood,  when  no  action  is  exerted  by  the  uterus  to 
expel  the  placenta,  and  this  is  found  in  practice 
to  be  far  the  most  common  cause  of  hemorrhage 
at  the  time  of  delivery. 

4.  Whenever  there  is  a  hemorrhage,  the  whole 
or  a  portion  of  the  placenta  must  have  been  pre- 
viously separated,  and  the  hemon'hage  usually 
continues,  or  returns,  till  the  placenta  is  expelled 
or  extracted  out  of  the  cavity  of  the  uterus. 


SECTION    IX. 

On  the  retention  of  the  placenta  from  the  inaction 
or  insufficient  action  of  the  uterus. 

1,  Though  the  placenta  be  retained  after  the 
birth  of  the  infant,  if  there  be  no  hemorrhage,  we 
are  to  wait,  without  any  interposition  on  our  part, 
in  expectation  of  the  action  of  the  uterus. 

2.  The  time  which  it  may  be  proper  and  expe- 
dient to  wait,  will  depend  upon  the  state  of  the 
patient,  and  the  state  of  the  patient  generally  de- 
pends upon  the  previous  circumstances  of  the 
labour ;  so  that  it  may  not  be  proper  to  wait  in 
on^  case  for  any  length  of  time,  and  in  another 
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we  may  safely  wait  four,  six,  or  even  twelve  hours. 
[ITiere  is  no  modem  obstetrician  who  waits  more 
than  one  hour  for  the  expulsion  of  the  placenta. 
It  is  true  he  might  wait  the  time  above  stated, 
or  wait  a  day  or  a  month  in  a  perfectly  na- 
tural labour,  according  to  some  obstetiic  writers ; 
but  few,  if  any,  allow  the  placenta  to  remain 
longer  than  an  hour.  According  to  my  expe- 
rience, the  placenta  is  generally  expelled  from  the 
uterus  into  the  vagina,  from  fifteen  to  thirty  or 
forty  minutes  after  the  birth  of  the  infant ;  and 
often  much  sooner.  However  long  the  placenta 
remains  in  the  uterus  or  vagina,  there  can  be  no 
danger  of  hemorrhage  when  the  womb  is  firmly 
contracted.     M.  R.] 

3.  But  no  patient  ought  to  be  left  before  the 
placenta  is  brought  away,  because,  though  there 
may  be  no  existing  hemorrhage,  a  dangerous  one 
may  at  any  time  come  on. 

4.  When  the  patient  complains  of  pain,  the 
expulsion  of  the  placenta  may  be  safely  forwarded, 
by  aiding  the  contraction  of  the  uterus  by  mode- 
rate pressure  with  the  hand  upon  the  abdomen, 
and  by  pulling  very  gently  by  the  funis. 

5.  But  if  the  first  pains,  with  the  aid  we  think 
it  prudent  to  give,  should  not  bring  down  the  pla- 
centa, we  are  to  wait  for  a  return  of  the  pains, 
proceeding  in  the  same  cautious  manner. 

6.  When  that  part  of  the  placenta  into  which 
the  funis  is  inserted  can  be  felt,  little  danger  or 
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difficulty  is  to  be  apprehended ;  but  we  are  either 
to  wait  longer,  or  to  extract  it  rery  slowly. 
[When  the  navel  cord  is  put  on  the  stretch  with 
the  left  hand,  and  two  fingers  of  the  right  hand 
passed  along  it  into  the  uterus,  if  its  insertion  into 
the  placenta  can  be  felt,  the  latter  is  detached  and 
is  situated  in  the  vagina.  It  may  be  easily  re- 
moved, by  hooking  down  its  edge  with  the  fingers, 
and  by  making  traction  in  the  axis  of  the  outlet 
through  the  centre  of  the  genital  fissure,  and  to- 
wards the  pubes.  If  the  woman  bear  down, 
cough,  laugh,  sneeze,  or  "  blow  on  the  back  of 
her  hand,"  a  popular  advice,  the  placenta  will  be 
readily  expelled,  more  especially  if  traction  be 
made  in  the  axis  of  the  outlet.     M.  R.] 

7.  But  if  a  hemorrhage  were  to  come  on,  the 
placenta  being  retained,  it  would  be  equally  ne- 
cessary to  extract  the  placenta  as  it  would  be  to 
extract  the  infant,  provided  the  degree  of  hemor- 
rhage was  equally  profuse  or  sudden. 

8.  After  the  birth  of  the  infant,  the  extraction 
of  the  placenta  is  to  be  considered  as  the  only 
method  by  which  an  apprehended  or  present  dan- 
gerous hemorrhage  is  to  be  prevented  or  avoided. 

d.  Yet  all  discharges  of  blood  do  not  require 
a  speedy  extraction  of  the  placenta,  but  such  only 
as  by  their  violence  or  continuance,  or  frequent 
returns,  threaten  danger. 

10.  If  much  force  be  used  in  pulling  by  the 
iiinis,  there  will  be  danger;  1st,  of  tearing  it  from 
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the  placenta ;  2d,  of  inverting  the  uterus ;  Sd,  of 
injuring  the  uterus  by  the  violence ;  4th,  of  in- 
creasing the  hemorrhage. 

11.  The  danger  of  these  consequences  is  greater 
when  force  is  used  to  extract  the  placenta  by  the 
funis,  than  by  the  prudent  introduction  of  the 
hand  into  the  uterus  for  that  purpose.  [No  at- 
tempt is  ever  made  at  present  by  educated  obste- 
tricians to  extract  the  placenta  by  pulling  at  the 
funis.  The  ergot  of  rye  will  excite  the  contractions 
of  the  uterus,  and  these  will  expel  it.  Gentle 
traction  may  be  made  by  the  funis  in  the  axis  of 
the  brim  or  outlet  of  the  pelvis.     M.  R.] 

12.  In  cases  in  which  the  uterus  acts  insuffi- 
ciently, by  attending  to  the  respiration  you  will 
sometimes  be  able  to  bring  down  the  placenta, 
just  using  so  much  force,  in  pulling  by  the  fiinis, 
as  will  prevent  the  retrocession  of  it  in  the  act  of 
inspiration. 

13.  But  in  whatever  manner  the  placenta  may 
be  brought  into  the  pelvis,  it  should  be  suffered 
to  remain  there  till  the  action  of  the  uterus  comes 
on,  or  so  long  as  there  is  reason  to  fear  a  return 
of  the  hemorrhage,  and  it  must  then  be  carefuU}' 
withdrawn,  or  until  it  is  extracted. 
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SECTIQN   X. 

On    the    retention    of   the   placenta    from    the 
irregular  action  of  the  uterus. 

1.  When  all  the  parts  of  the  uterus  act  with 
equivalent  force,  and  at  the  same  time,  the  com- 
bined power  will  contribute  to  the  expulsion  of 
whatever  is  contained  in  its  cavity. 

2.  But  if  the  uterus  should  act  iri'egularJy,  the 
contrary  effect  might  be  produced. 

3.  If  the  fundus  uteri  should  not  act  when  the 
other  pai'ts  are  in  action,  the  longitudinal  contrac- 
tion of  the  uterus  would  be  produced ;  but  if  the 
central  parts  should  only  act,  the  uterus  would 
then  be  contracted  in  the  form  of  an  hour-glass. 

4.  As  the  placenta  cannot  be  excluded  when 
the  uterus  acts  in  this  irregular  manner,  it  must 
be  extracted  by  introducing  the  hand  into  the 
uterus,  provided  the  state  of  the  hemorrhage 
should  require  it ;  and  when  it  cannot  be  extracted 
by  using  the  means  before  mentioned. 

5.  The  band  ought  never  to  be  introduced  into 
the  uterus  except  in  cases  of  real  necessity,  and 
then  with  the  utmost  circumspection  and  care ; 
and  the  hand  when  iuti'oduced  should  not  be 
withdrawn  until  the  placenta  is  detached  and 
brought  into  the  pelvis.     [Hour-glass  contraction 
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is  caused  by  the  woman  forcing  down  strongly, 
in  the  absence  of  labour  pain,  immediately  after 
the  expulsion  of  the  infant's  head,  or  by  timid  or 
ignorant  practitioners  extracting  the  shoulders 
under  similar  circumstances.  Hour-glass  con- 
traction is  seldom  observed  at  present,  since  me- 
dical practitioners  have  been  compelled  to  study 
obstetricy,  except  from  the  cause  first  mentioned. 
Every  educated  obstetrician  knows,  that  so  far  from 
extracting  the  shoulders  and  body  of  the  infant, 
during  the  absence  of  labour  pain,  after  the  birth 
of  the  head,  he  ought  rather  to  retard  their  ad- 
vance when  induced  by  the  voluntary  efforts  of 
the  woman.     M.  R.] 

6.  If  the  whole  placenta  be  loosened,  this  is 
easily  effected ;  but  if  a  portion  of  it  should  be 
found  adhering,  this  must  be  separated  by  bending 
it  back  from  the  uterus,  or  by  gently  passing  the 
fingers  between  it  and  the  uterus.  [The  young 
obstetrician  should  pass  his  right  hand  along  the 
navel  cord,  stretched  with  the  left,  to  the  pla- 
centa, and  be  most  cautious  lest  he  mistake  the 
uterus  for  this  organ.  He  should  separate  its 
edge  from  the  uterus,  and  proceed  until  he  de- 
taches it.     M.  R.] 

7.  When  the  uterus  is  found  contracted  in  the 
form  of  an  hour-glass,  and  this  is  the  most  com- 
mon cause  of  the  retention  of  the  placenta,  the 
contracted  part  must  be  dilated  in  the  manner 
recommended  for  the  dilatation  of  the  os  uteri, 
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and  it  must  be  amply  dilated,  or  it  will  imme- 
diately contract  again  round  the  wrist. 

8.  We  must  then  proceed  as  is  before  advised. 
[The  hand  ought  to  be  introduced  in  a  conical 
form,  the  points  of  the  fingers  being  in  contact, 
and  the  index,  middle,  ring,  and  little  finger,  with 
the  thumb,  successively  passed  through  the  con- 
traction into  the  upper  chamber  of  the  uterus.  It 
will  require  an  hour  or  two  to  accomplish  this  in 
some  cases ;  and  the  hand  may  be  so  firmly  pressed 
on  by  the  uterus  that  it  cannot  be  freely  used  for 
four  or  six  days  afterwards.     M.  E,.] 


SECTION    XI. 

On    the    retention    of    the   placenta  from    the 
scirrhous  adhesion  of  it  to  the  uterus. 

1.  Should  there  be  a  degree  of  hemorrhage  suf- 
ficient to  make  it  necesssary  to  introduce  the  hand 
to  extract  the  placenta,  a  part  of  it  must  be  sepa- 
rated, though  there  may  be  a  scirrhous  adhesion 
of  the  remainder  to  the  uterus. 

2.  Then  the  method  advised  in  the  last  section 
must  be  put  in  practice,  and  the  firmer  we  find 
the  adhesion,  the  slower  the  separation  ought  to 
be  made. 

3.  But  if  there  should  be  no  hemorrhage  of 
importance,  and  merely  a  retention  of  the  pla- 
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centa  beyond  its  due  time,  we  may  say,  for  exam- 
ple, more  than  four  hom's, — [One  hour  is  the  time 
agreed  on  at  present.  M.  R,.] — and  the  means  be- 
fore recommended  are  insufficient  to  bring  down 
the  placenta; 

4.  It  may  then  be  necessary  to  introduce  the 
hand  carefully  to  separate  and  extract  the  pla- 
centa, and  the  difficulty  will  not  be  increased  by 
the  delay. 

5.  Following  the  navel  string  as  our  guide,  we 
must  then  pass  the  hand  to  the  placenta ;  and  if  it 
should  be  found  almost  wholly  adhering,  we  must 
begin,  with  great  caution,  to  separate  at  the  edge, 
and  gradually  proceed,  as  before  directed,  until 
the  separation  is  completed. 

6.  Then  grasping  the  placenta,  we  must  slowly 
withdraw  our  hand,  that  the  uterus  may  contract 
accordingly,  and  the  chance  of  a  subsequent  he- 
morrhage be  prevented.  [The  uterus  should  ex- 
pel both  the  hand  and  placenta  by  its  gradual  con- 
tractions.    M.  R.] 

7.  The  irritation  made  by  the  introduction  of 
the  hand  will  often  occasion  a  return  of  the  action 
of  the  uterus,  before  dormant,  that  will  greatly 
facilitate  the  separation. 

8.  Yet  it  is  possible  that  a  portion  of  the  pla- 
centa may  adhere  so  firmly  as  to  make  it  unsafe  to 
separate  it  with  our  fingers. 

9.  Should  this  circumstance  occur  notwith- 
standing the  most  deliberate  and  firm  proceeding, 


;  :!g3ait.>'Ta¥»9»'J»r.- 


180  ON    HEMORRHAGES. 

it  may  sometimes  be  more  justifiable  to  leave  the 
adhering  part  remaining,  than  to  use  violence  in 
separating  it. 

10.  But  though  hemorrhages  are  stayed  when 
the  greater  portion  of  the  placenta  is  brought 
away,  it  is  always  a  desirable  thing  to  bring  away 
the  placenta  and  membranes  in  a  perfect  state ; 
and  if  these  are-  slowly  extracted,  any  coagula 
formed  in  the  uterus  will  usually  be  enveloped  in 
them. 


SECTION    XII. 

On  those  hemorrhages  which  follow  the  expulsimi 
or  extraction  of  the  placenta. 

1.  The  hemorrhage  in  these  cases  may  be  either 
a  continuation  of  that  which  existed  before  the 
exclusion  of  the  placenta,  or  it  may  only  follow 
its  exclusion. 

2.  When  it  is  of  the  former  kind,  we  may  pre- 
sume that  it  was  not  within  our  power  to  prevent 
it ;  but  the  latter  kind  maj'  often  be  attributed  to 
the  violence  or  hurry  with  which  the  placenta  has 
been  extracted. 

3.  This  is  not  so  dangerous  as  either  of  the 
varieties  of  hemorrhage  of  wliich  we  have  last 
spoken,  though  with  imprudent  management,  or 
under  particular  circumstances,  it  has  sometimes 
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proved  fatal.  [This  form  of  hemorrhage  very  often 
proves  fatal.  It  follows  slow  labours,  and  may  be 
prevented  by  a  timely  use  of  the  ergot  of  rye  when 
the  head  is  on  the  perineum.     M.  R.] 

4.  All  the  cautions  given  with  respect  to  the 
general  management  of  the  placenta,  relate  to  the 
prevention  of  this  kind  of  hemorrhage. 

5.  When  the  strength  of  women  is  much  re- 
duced by  any  cause  which  existed  previous  to 
labour,  or  when  they  have  gone  through  much 
fatigue  in  the  course  of  it,  there  is  usually  great 
heat  and  a  rapid  circulation  of  the  blood  at  the 
time  of  delivery. 

6.  While  they  are  in  this  situation,  if  the  pla- 
centa were  to  be  brought  away  hastily,  an  extra- 
ordinary quantity  of  blood  must  of  necessity  be 
discharged. 

7.  The  interval  of  time  which  passes  between 
the  birth  of  the  infant  and  the  expulsion  of  the 
placenta  should,  therefore,  be  employed  in  cooling 
the  patient,  and  recovering  her  from  her  fatigue. 

8.  Even  when  the  placenta  is  excluded  out  of 
the  cavity  of  the  uterus,  it  should  be  suffered  to 
remain  till  all  tumult  is  quieted,  and  then,  with 
the  membranes,  slowly  extracted.  [The  placenta, 
with  the  membranes,  ought  to  be  extracted  in  the 
axis  of  the  outlet,  and  when  passing  through  the 
genital  fissure,  ought  to  be  twisted  round  on  its  axis. 
When  the  placenta  and  membranes  are  twisted, 
the  latter  will  present  somewhat  like  a  piece  of 
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iatestine,  and  axe  to  be  drawn  down  between 
the  fore-finger  and  thumb,  or  otherwise  they  may 
be  torn  and  left  behind,  and  give  rise  to  unneces- 
sary alarm.  As  soon  as  the  placenta  is  expelled, 
it  ought  to  be  examined  on  both  sides,  so  as  to 
ascertain  if  it  be  entire,  or  any  part  of  it  left  be- 
hind in  the  uterus.     M.  R.] 

9.  The  quantity  of  blood  discharged  in  conse- 
quence of  the  separation  of  the  placenta  will  varj' 
in  difi'erent  women,  or  in  the  same  woman  at  dif- 
ferent labours,  independently  of  the  manner  in 
which  the  placenta  may  come  away. 

10.  The  less  the  quantity  of  blood  discharged, 
the  sooner  women  in  general  recover,  provided 
there  be  no  morbid  cause  of  its  diminution. 

11.  Some  women  are  always  prone  to  a  great 
discharge  of  blood  after  the  separation  of  the 
placenta,  whatever  care  may  be  taken  in  extract- 
ing it. 

12.  This  may  be  often  prevented  by  keeping 
the  patient  out  of  bed  till  the  membranes  are 
broken  and  the  waters  discharged  to  the  very  mo- 
ment of  the  infant  being  bom,  rather  retarding 
than  forwarding  its  expulsion.  [This  advice  ap- 
plies to  those  cases  in  which  the  pains  cease  after 
the  expulsion  of  the  head.     M.  R.] 

13.  In  all  cases  of  dangerous  hemorrhage,  after 
the  extraction  of  the  placenta,  it  is  first  necessary 
that  we  should  be  assured,  by  an  examination 
per  vaginam,  that  the  uterus  is  not  inverted. 
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14.  Should  there  be  an  alarming  hemorrhage 
-after  the  separation  and  exclusion  of  the  placenta, 
notwithstanding  all  the  care  which  can  be  taken 
according  to  the  methods  before  mentioned ; — [This 
is  called  internal^  hidden,  or  concealed  hemor- 
rhage, and  is  extremely  dangerous.  The  abdo- 
men enlarges,  and  all  the  symptoms  of  hemor- 
rhage are  apparent.  The  secale  comutum  given 
timely  will  prevent  this  form  of  flooding.  The 
practice  formerly  was,  to  introduce  the  hand  into 
the  uterus  to  remove  the  coagula,  and  press  on 
the  uterus  to  excite  it  to  contract.  It  is  question- 
able whether  the  removal  of  the  coagula  from  the 
vessels  of  the  uterus  was  judicious  practice.  M.  R.] ; 

15.  The  doctrine  of  hemorrhages  before  given, 
and  the  general  treatment  already  recommended, 
will  enable  you  to  fix  upon  the  line  of  conduct  it 
will  be  expedient  to  pursue,  and  to  restrain  or  sup- 
press them  as  far  as  they  are  under  the  influence 
of  art.  [The  ergot  of  rye  will  prevent  these  he- 
morrhages, and  in  cases  of  great  prostration  it 
should  be  given  in  large  doses,  as  ordinary  ones 
will  have  little  or  no  effect.     M.  R.] 

16.  In  cases  of  hemorrhage  so  very  profuse  as 
to  occasion  frightful  faintings,  continuing  so  long 
as  to  raise  great  solicitude  for  the  immediate  safety 
of  the  patient,  it  was  generallj^  said,  that  cordials 
ought  not  to  be  given. 

17.  But  this  requires  explanation.  When  the 
patient  has  continued  faint  so  long  as  to  give 
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time,  according  to  our  judgment,  for  the  vessels  of 
the  uterus  to  contract,  then  cordials  and  nourish- 
ment in  small  quantities,  very  often  repeated,  are 
really  needful.  [Cordials  and  nutritious  aliment 
are  highly  necessaiy  in  small  and  repeated  quan- 
tities, no  more  than  half  a  wine-glassful  at  a  time, 
and  repeated  every  ten  or  twenty  minutes.  Pure 
brandy  or  other  ardent  spirit  may  be  administered 
in  such  proportion  to  the  amount  of  half  a  pint, 
or  even  a  pint,  in  extremely  bad  cases.  If  large 
quantities  of  fluids  be  administered,  repeated  vo- 
miting will  be  induced,  and  the  powers  of  life 
may  become  so  prostrate  that  transfusion  will  be 
necessary.     M.  R,.] 

18.  Other  means  are  also  to  be  used  for  the 
purpose  of  recovering  women  from  this  long  con- 
tinued fainting ;  and  one  of  the  most  effectual  is, 
sprinkling  the  face  freely  with  cold  water. 

19.  After  a  profuse  hemorrhage,  the  patient 
will  frequently  have  a  disposition  to  sleep,  which 
has  generally  been  considered  as  dangerous. 

20.  But  short  sleeps  are  very  refreshing ;  though 
long  ones,  in  a  very  weak  state,  are,  under  every 
circumstance,  found  to  be  injurious. 

21.  When  there  has  been  a  daiigerous  hemor- 
rhage, the  patient  should  remain  for  many  hours 
undisturbed,  and  in  an  horizontal  position;  and 
our  attention  must  be  continued  as  long  as  any 
danger  is  to  be  apprehended.  [When  the  strength 
of  the   woman    suffers  from  severe  hemorrhage, 
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nutritious  aliment,  as  the  vegetable  jellies,  sago, 
arrow -root,  tapioca,  and  the  animal  broths  and 
jellies  are  to  be  employed,  in  small  and  repeated 
quantities,  so  soon  as  they  can  be  prepared. 

When  there  is  great  prostration  of  strength, 
hurried  respiration,  great  anxiety,  pallidity  of  the 
face,  lips,  and  skin,  diffusible  stimulants,  as  brandy, 
whiskey,  rum,  gin,  with  ammonia  and  opium,  are 
to  be  freely  administered.  A  pint  of  undiluted 
ardent  spirit  has  been  given  to  a  woman  who 
never  took  a  table-spoonful  during  her  previous 
life. 

When  flooding  is  violent  and  extreme,  and  every 
sign  of  death  apparent,  when  after  the  free  use  of 
stimulants,  the  face  is  blanched,  the  respiration 
scarcely  audible,  the  pulse  absent,  the  extremities 
cold  and  clammy,  the  power  of  deglutition  lost, 
and  vomiting  incessant,  the  life  of  the  woman  is 
in  the  greatest  danger.  Nevertheless,  women 
have  remained  in  this  condition  for  seventeen 
hours  and  then  recovered. 

When  asphyxia  occurs,  and  the  patient  ap- 
pears on  the  point  of  death,  the  operation  of 
transfusion  can  alone  save  her.  Dr.  Blundell  has 
immortalized  himself  by  the  successful  perform- 
ance of  transfusion  in  extreme  cases  of  hemor- 
rhage. He  performed  the  operation  successfully, 
for  the  first  time,  on  a  patient  of  Dr.  Waller's,  in 
August,  1820. 
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Mode  of  performing  the  operation. — A  double 
brass  syringe,  tinned  on  the  inside,  with  a  lateral 
tube,  large  enough  to  contain  two  ounces,  per- 
fectly air-tight,  not  clogged  with  oil  or  covered 
with  a  green  rust,  is  to  be  selected  for  the  opera- 
tion. The  instrument  must  be  perfectly  clean, 
and  an  ivory,  or  rather  a  silver  tube  is  aiffixed  to 
the  extremity  of  the  lateral  one.  A  small  funnel  is 
sometimes  attached  to  the  barrel  of  the  syringe, 
by  means  of  which  the  blood  passes  from  the  arm 
into  it,  without  being  received  into  an  ordinary 
vessel.  A  stop-cock  is  also  attached  to  it,  by 
turning  which  the  communication  may  be  opened 
either  with  the  funnel  or  with  the  extremity  of 
the  instrument.  The  syringe  should  be  wanned 
by  passing  tepid  water  through  it  four  or  five 
times,  care  being  taken  not  to  use  it  too  hot,  as  a 
heated  instrument  would  tend  to  coagulate  the 
blood. 

The  basilic  or  cephalic  vein  of  the  patient  is  to 
be  laid  bare,  by  making  an  incision  over  it,  about  an 
inch  or  an  inch  and  a  half  in  length,  and  separating 
it  from  the  surrounding  cellular  substance.  A  probe 
is  now  to  be  passed  under  the  vein,  and  pressure 
made  on  the  point  of  contact  between  the  instru- 
ment and  the  vessel.  The  object  of  this  is,  not  to 
permit  the  blood  to  ooze  from  the  vein  when 
opened,  which  would  impede  the  operation.  An 
opening  is  now^  to  be  made  into  the  vein  with  a 
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clean  sharp  lancet,  about  the  size  of  that  used  in 
venesection,  to  admit  the  point  of  the  silver  or 
ivory  tube  attached  to  the  syringe. 

The  husband,  or  some  healthy  male,  is  to  be 
bled  from  a  free  orifice,  and  the  blood  received 
into  the  ftinnel,  or  into  a  common  vessel,  im- 
mersed in  tepid  water. 

The  pipe  of  the  syringe  is  to  be  immersed  in 
the  blood,  and  the  piston  raised  slowly  and  stea- 
dily. It  is  now  important  to  bear  in  mind  that 
there  is  a  quantity  of  air  in  the  syringe  and  lateral 
tube,  which  would  prove  fatal  if  injected  into  the 
vein  of  the  woman.  To  remove  this,  the  handle 
of  the  syringe  is  to  be  turned  downwards,  and  the 
point  upwards,  the  piston  being  pressed  on,  until 
the  blood  flows  from  the  end  of  the  lateral  tube. 
When  this  is  accomplished,  the  air  is  expelled, 
and  the  operator  places  the  point  of  his  finger 
over  the  nozzle  or  end  of  the  lateral  or  transfusing 
tube ;  the  syringe  is  now  raised  in  the  horizontal 
or  ordinary  position,  the  silver  or  ivory  tube  is 
carefully  introduced  into  the  open  or  incised  vein 
of  the  woman,  and  the  blood  is  very  slowly  in- 
jected. 

The  blood  ought  to  be  injected  slowly,  for  if 
passed  suddenly,  it  may  extinguish  life.  When 
the  blood  is  injected,  the  tube  is  to  be  withdrawn 
from  the  arm,  and  the  sjoinge  well  washed  with 
tepid  or  cold  water.  Unless  this  is  done,  clots 
of  blood  will  impede,  or  wholly  prevent,  the  action 
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of  the  instiiiment.  It  is  necessary  to  wait  five  or 
eight  minutes  between  each  injection,  so  as  to 
allow  the  blood  to  circulate  throughout  the  body. 

The  quantity  of  blood  required  for  successful 
transfusion,  will  vary  from  eight  to  twelve  ounces. 
It  is  remarkable  that  the  pulse  rises  after  the  first 
or  second  injection,  the  countenance  brightens, 
the  voice  returas,  and  the  patient  seems  to  be 
rescued  from  death  to  life.  I  have  witnessed  this 
fact  in  a  case  with  Dr.  Blundell,  and  in  a  cholera 
patient  at  the  Free  Hospital. 

If  the  respiration  ceases,  death  is  certain  and 
sudden. 

When  the  woman  has  revived,  after  one  or 
more  injections,  the  probe  is  to  be  withdrawn, 
and  the  wound  treated  on  ordinary  principles. 
Its  edges  are  to  be  approximated,  and  secured 
with  adhesive  plaister,  over  which  a  cold  lotion  is 
applied. 

After-treatment  of  hemorrhage. — In  a  few 
hours  reaction  supervenes  after  hemorrhage,  with 
or  without  transfusion.  The  skin  becomes  hot, 
the  pulse  rapid,  and  there  is  a  sense  of  noise  in 
the  ears,  as  if  thunder  or  the  noise  of  artillery 
were  heard  by  the  patient.  These  symptoms  are 
not  to  be  subdued  by  antiphlogistic  measures  ; 
but  by  nutriment,  a  moderate  use  of  stimulants, 
as  already  advised,  in  describing  the  management 
of  flooding  in  abortions. 

Labours  attended  with  hemorrhage  from  other 
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organs. — There  may  be  bleeding  from  the  nose, 
lungs,  stomach,  or  intestines  during  parturition. 
These  hemorrhages  are  to  be  treated  on  ordinary 
principles.  The  best  remedy  is  a  combination  of 
acetate  of  lead  with  opium*.  Bleeding,  nitrate 
of  potass,  digitalis,  and  ordinary  measures,  may 
also  be  employed.     M.  R.] 

[•  R    Plumbi  acetatis,  gr.  vi — x; 
Acidi  acetici  diluti,  3j  — ij  ; 
AquaB  destillatse,  Jiii ; 
Liquoris  opii  sedativi,  3ss — ^j ; 
Sacchari  purificati,  5J. 
Doses,  'ss.  secunda  vel  tertia  hora.] 
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ON  LABOURS 

ATTENDED   WITH   CONVULSIONS. 


1.  The  convulsions  which  occur  in  pregnancy 
very  much  resemble  epilepsy;  but  to  the  sym- 
ptoms, which   these  have  in   common,  may  be 

•  added,   the  peculiar  hissing  noise  which  women 
almost  universally  make  during  convulsions. 

2.  When  convulsions  happen  to  women  with 
child,  they  are  generally,  but  not  constantly,  ac- 
companied or  followed  with  symptoms  of  labour ; 
but  though  the  convulsions  may  be  removed,  the 
child  is  most  frequently  afterwards  bom  dead. 

3.  These  convulsions  are  indicated  by  a  piercing 
Vpain  in  the  head,  by  giddiness  and  other  verti- 
ginous complaints,  by  blindness,  by  vacillation 
of  the  mind  or  a  slight  delirium,  by  violent  cramp 
or  pain  at  the  stomach,  by  a  fiiluess  or  apparent 
strangulation  of  the  neck  and  fauces,  and  other 
affections  of  the  vasculeir  and  ner\^ous  system. 

4.  The  means  to  be  used  for  the  prevention  or 
cure  of  convulsions  when  threatened  or  existing, 
must  be  regulated  according  to  the  constitution 
of  the  patient  and  the  violence  of  the  symptoms. 
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5.  It  will  always  be  necessary  to  take  away 
some  blood,  and  commonly  to  repeat  the  bleed- 
ing; and  it  has  been  found  particularly  service- 
able to  open  the  jugular  vein ;  or  to  take  away 
blood  by  cupping ;  and  by  applying  leeches  to 
the  temples.  [Blood-letting  is  not  always  neces- 
sary or  useful.  It  is  injurious  to  nervous,  hys- 
terical, and  delicate  women,  who  are  often  re- 
lieved by  sedatives,  such  as  opium,  camphor,  &c. 
In  women  of  relaxed,  irritable,  and  debilitated 
constitutions,  convulsions  are  often  dependent  on 
hysteria  or  epilepsy.  It  is  this  form  of  the  dis- 
ease that  is  termed  eclampsia,  and  cured  by 
large  doses  of  opium,  ether,  camphor,  hyoscyamus, 
&c.  M.  R.]  Emetics,  when  they  could  be  given, 
have  been  useful,  as  has  sometimes  also  the  warm 
bath.  Clysters  may  be  frequently  exhibited. 
Opiates,  joined  with  nervous  medicines,  may  be 
given ;  and  the  patient  is,  by  all  the  means  in  our 
power,  to  be  soothed  and  restrained  from  violent 
exertions. 

6.  During  the  convulsions,  the  means  by  which 
cOntrar}'  irritations  may  be  excited  are  to  be  used ; 
and  of  these  the  most  powerful  is,  the  dashing  of 
cold  water  in  the  face,  which  has  been  known  to 
prevent,  or  even  to  cure,  convulsions. 

7.  Some  writers  have  recommended  the  speedy 
delivery  of  the  patient,  as  the  most  eligible,  and 
only  effectual  method  of  removing  puerperal  con- 


192     ON  LABOURS  WITH  CONVULSIONS. 

vulsions  ;  but  others  have  insisted  that  the  labour 
should  be  uninterrupted.  " 

8.  From  the  histories  of  all  the  cases  of  puer- 
peral convulsions  which  have  been  hitherto  re- 
corded, it  appeal's,  that  a  greater  number  have 
died  of  those  who  were  delivered  by  art,  than 
when  the  labours  were  resigned  to  nature. 

9.  As  far  as  my  experience  enables  me  to  judge, 
we  ought  not  to  attempt  to  deliver  women  with 
convulsions  before  some  progress  is  made  in  the 
labour. 

10.  But  when  the  os  uteri  becomes  dilated  suf- 
ficiently, or  to  a  certain  degree,  the  patient  safely 
may,  and  ought  to  be  delivered  by  art,  if  from  the 
urgency  of  the  convulsions,  and  the  general  dan- 
ger of  the  case,  delivery  should  appear  necessary. 

11.  The  manner  of  delivering  women  in  these 
cases,  whether  tlie  operation  be  performed  with 
the  forceps  or  vectis,  or  by  turning  and  extracting 
the  child  by  the  feet,  has  already  been  fully  ex- 
plained. 

12.  The  event  of  the  operation,  both  to  the 
mother  and  child,  will  also  very  much  depend 
upon  the  skill  and  circumspection  with  which  it 
may  be  performed. 

13.  When  dangerous  convulsions  come  on  in 
the  early  part  of  pregnancy,  it  is  often  clear  that 
they  arise  from  excessive  uterine  irritation. 

14.  It  will  then  be  justifiable  and  proper  to  for- 
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ward  the  exclusion  of  the  foetus,  by  puncturing 
the  membranes  as  soon  as  it  can  be  done  with 
safety. 

[It  is  remarkable  that  the  talented  author  has 
omitted  to  describe  his  third  and  fourth  orders  in 
Class  IV.,  though  named  under  this  head. — 
Order  III.  Labours  with  two  or  more  infants. — 
Order  IV.  Labours  in  which  the  funis  umbilicalis 
presents  before  the  infant.  I  shall  therefore  sup- 
ply his  omissions. 

Labours  with  jilurality  of  infants.  Plural  or 
twin  labour. — When  two,  three,  or  five  infants 
are  contained  in  the  uterus  at  the  same  time,  the 
labour  is  to  be  managed  on  the  principles  already 
stated.  One,  two,  or  more  infants  may  present 
naturally,  others  by  the  feet,  and  one  or  more 
transversely.  The  first  and  second  classes  re- 
quire no  operation.  The  operation  of  version 
will  be  required  in  the  last  description  of  cases. 

When  one  infant  is  born,  and  the  pains  cease, 
Dr.  Denman  advised  to  wait  for  four  hours,  and 
Dr.  Bums  for  one  hour ;  and  at  the  expiration  of 
these  periods,  to  deliver  in  the  absence  of  pains 
by  version  or  turning.  Others  recommend  mp- 
turing  the  membranes  after  the  birth  and  sepa- 
ration of  the  first  infant  from  the  mother,  and  to 
excite  uterine  action  or  labour-pains  by  the  means 
already  mentioned.  The  latter  practice  appears 
to  be  the  best.  I  have  attended  a  woman  who 
was  delivered  of  one  infant  on  the  Monday,  and 
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had  no  pains  until  the  following  Thursday,  when 
the  second  infant  was  bom  alive. 

In  twin  cases,  the  placenta  of  each  may  be 
placed  side  by  side  or  united ;  or  the  two  um- 
bilical cords  may  be  inserted  in  one  placenta. 
In  the  last  case,  it  will  be  necessary  to  place 
a  second  ligature  on  the  navel  cord  of  the  first 
bom  infant  near  the  mother,  or  the  other  infant 
might  be  lost  by  hemorrhage  from  the  cord. 

When  there  are  two  placentae,  that  belonging 
to  the  first  infant  will  remain  undisturbed  until 
the  birth  of  the  second,  as  the  uterus  cannot  con- 
tract sufiiciently  close  to  expel  it.  But  when  the 
second  infant  is  bom,  the  uterus  can  then  con- 
ti'act  and  expel  both  placentae.  This  was  the 
result  in  the  case  in  which  one  infant  was  born 
on  Monday,  the  other  qn  Thursday,  'and  then 
both  placentae  were  expelled  united  by  mem- 
branes. 

Labours  with  malformations  of  the  foetus. 
Monsters. — When  the  fcetus  is  malformed,  it  isi 
termed  a  monster,  and  is  in  general  expelled  pre- 
maturely. The  head  or  abdomen  may  be  very 
much  enlarged  by  dropsy,  or  solid  tumours  may  be 
attached  to  the  body  of  the  infant,  or  two  infants 
may  be  attached  to  each  other  by  tjie  chest,  as 
the  Siamese  twins,  or  by  the  back,  as  the  Hun- 
garian sisters.  There  may  be  two  heads  attached 
to  one  trunk,  or  double  extremities  may  be  united 
to  one  head. 
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In  cases  of  congenital  hydrocephalus  or  ascites, 
the  fluid  must  be  evacuated  by  paracentesis  or 
tapping,  or  it  may  be  necessary  to  craniotomise  or 
break  down  the  head. 

In  cases  in  which  two  infants  are  united,  they 
must  be  expelled  through  the  genital  fissure  at 
the  same  time,  which  shews  the  wonderful  pro- 
vision and  power  of  nature. 

One  infant  may  be  expelled  to  the  neck  by 
the  feet,  and  the  head  of  another  infant  may  also 
descend  into  the  pelvis,  so  that  both  heads  may 
be  immovable.  In  one  case  in  which  the  second 
head  descended  with  the  first,  the  infant  to  which 
it  belonged  was  bom  alive,  the  other  was  dead. 
In  such  a  case,  I  think  it  possible,  in  the  absence 
of  pain,  to  push  up  the  head  of  the  unborn  infant 
which  descends  by  the  crown.  Some  recommend 
craniotomy  or  detruncation.  Such  a  case  has 
been  lately  described  by  Dr.  Fergusson,  of  Dublin. 
(See  my  Manual  of  Obstetricy.) 

Labours  with  hernia  of  the  bladder. — It  some- 
times happens  that  the  bladder  is  protruded  be- 
fore the  head  of  the  infant,  and  forms  a  tumour  in 
front  of  the  vagina.  When  distended  with  urine, 
it  encroaches  considerably  upon  the  cavity  of  the 
pelvis.  The  patient  complains  of  pain  in  the 
region  of  the  bladder,  and  great  inclination  to 
evacuate  the  organ. 

Tlie  treatment  consists  in  emptying  the  bladder 
with  a  catheter,  and  then  pressing  it  into  its  usual 
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position,  so  that  the  head  may  pass  down  behind 

Hernia  sometimes  encroaches  on  the  vagina 
during  labour.  It  is  to  be  pressed  up  in  the  ab- 
sence of  labour-pain,  and  kept  raised  until  the 
head  has  passed  over  it. 

Labours  with  obliquities  of  the  uterus. — ^The 
uterus  may  be  inordinately  inclined  to  either  side 
(lateral  obliquity),  anteriorly  (anti-version,  pendu- 
lous abdomen),  or  posteriorly  (retroversion).  In 
all  these  cases  there  will  be  displacement  of  the 
uterine  orifice,  so  that  the  expulsive  contractions 
do  not  dilate  this  opening,  it  being  carried  to 
either  side,  or  backwards,  or  forwards.  In  such 
cases  the  orifice  of  the  womb  cannot  be  felt,  the 
head  descends,  and  the  uterus  has  been  thinned, 
lacerated,  incised,  or  become  gangrenous.  The 
obliquities  of  the  uterus  are  obviated  by  placing 
the  woman  on  the  opposite  side,  on  the  back  or 
abdomen,  according  as  they  are  lateral,  anterior, 
or  posterior,  and  then  hooking  down  the  os  uteri 
on  the  finger. 

Labours  with  rupture  o/ the  uterus  or  vagina. — 
This  may  happen  in  all  cases  of  preternatural  or 
dystocial  or  difiicult  labour.  The  rupture  may 
allow  the  whole  or  a  part  of  the  infant  to  escape 
into  the  cavity  of  the  abdomen.  The  disease  is 
caused  by  severe  or  powerful  labour,  by  attempts 
to  turn  or  perform  version  under  such  circum- 
stances, or  by  the  improper  use  of  instruments. 
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The  symptoms  are,  a  feeling  of  laceration,  sud^ 
den  cessation  of  labour-pains,  recession  of  the 
head,  a  discharge  of  blood  from  the  vagina, 
and  irregularity  of  the  abdomen.  Syncope  now 
follows,  the  extremities  become  cold,  and  there 
is  vomiting  of  a  coffee -coloured  fluid.  In  these 
cases  delivery  of  the  infant  must  be  effected  as 
soon  as  possible,  either  by  version  or  with  the 
forceps.  The  hand  is  to  be  passed  into  the  uterus, 
and  even  through  it  into  the  abdomen,  for  the 
purpose  of  seizing  the  feet  and  performing  the 
operation  of  version.  When  this  fails,  gastrotomy 
has  been  advised,  and  has  been  performed  five  or 
six  times  with  success.  These  cases,  however, 
usually  prove  fatal.  There  are  exceptions;  .for 
recoveries  have  happened,  even  after  a  second 
rupture.     (M'Keever,  Labat,  Collins,  &c.) 

The  great  danger  in  such  cases  arises  from 
fatal  hemorrhage,  or  inflammation  of  the  uterus 
or  bowels.  If  any  symptoms  of  enteritis  or  me- 
tritis supervene,  antiphlogistic  measures  will  be 
necessaiy,  and  must  be  freely  employed. 

Labours  leith  rupture  of  the  vagiruzy  are  to 
be  treated  as  those  with  rupture  of  the  uterus. 

Labours  with  rupture  and  sanguineous  in- 
filtration of  the  labium,  may  require  incision  to 
evacuate  the  effused  blood,  and  plugging  the  va- 
gina to  arrest  the  hemorrhage. 

Labours  with  inflammation  and  gangrene  of 
the  vagina,  of  the  bladder^  and  rectum,  are  fol- 
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lowed  by  vesico-vaginal  fistula,  or  recto-vaginal 
fistula.  I  have  fully  described  the  treatment  of 
these  cases  in  my  Manual  of  Obstetricy.  They 
are  fortunately  of  rare  occurrence.  I  was,  I  be- 
lieve, the  first  who  succeeded  in  curing  both  fis- 
tulas in  the  same  individual  without  any  cutting 
or  cauterizing  operation.  (See  my  Manual,  1831, 
already  quoted,  p.  513.)  M.  Velpeau  has  also 
succeeded  in  a  subsequent  case  by  my  method. 
(Traite  Complet  de  I'Art  des  Accouchemens,  &c., 
1835,  p.  524.) 

The  treatment  consists,  in  recent  cases,  in 
plugging  the  vagina  with  oiled  lint,  advising  the 
patient  to  repose  on  either  side  or  on  the  abdo- 
men', so  that  the  urine  may  remain  on  the  sound 
portion  of  the  bladder.  This  position  prevents 
the  constant  escape  of  the  urine  through  the 
anormal  fistula  into  the  vagina,  and  consequently 
removes  the  constant  source  of  irritation  to  that 
canal  by  the  presence  of  an  acrid  foreign  fluid  which 
nature  did  not  intend  to  pass  through  that  outlet. 

Cold  lotions,  with  opium,  are  necessary  when 
the  vagina  is  highly  irritated  or  inflamed.  Ano- 
dyne draughts  are  also  necessary  to  allay  pain 
and  procure  sleep.  The  general  health  should 
also  be  attended  to.  The  plug  or  tampon  ought 
to  be  removed,  and  another  reapplied  every  day. 

Labours  with  rupture  of  the  perineum. — This 
disease  occurs  in  very  young  women  or  those  ad- 
vanced in  life,   or  when  instruments  are  badly 
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applied,  or  the  body  of  the  infant  is  badly  ma- 
naged in  pedal  or  footling  presentations.  It  may 
occur  inferiorly,  from  the  anus  towards  the  in- 
ferior commissure  of  the  genital  fissure.  It  may 
also  happen  to  a  greater  or  less  extent  in  first 
labours,  in  spite  of  the  best  directed  efforts  to 
prevent  it.  There  may  be  a  slight  laceration  at 
the  inferior  commissure  or  angle  of  the  vulva,  or 
in  the  centre  or  through  the  whole  extent  of  the 
perineum,  and  sometimes  the  sphincter  ani  and 
rectum  are  torn. 

Tlie  treatment  consists  in  approximating  the 
limbs,  and  applying  simple  dressing  over  the 
wound,  to  prevent  the  irritating  effects  of  the  lo- 
chia, urine,  or  faeces.  By  these  means,  union  by 
the  first  intention  is  generally  effected.  But 
when  the  laceration  is  considerable,  it  may  be 
necessary  to  insert  a  suture  or  two,  and  if  the 
edges  have  cicatrized,  to  incise  them  before  bring- 
ing them  into  apposition. 

If  the  rectum  be  involved  in  the  injury,  the 
faeces  will  be  discharged  involuntarily,  the  disease 
hopeless,  and  the  patient  rendered  a  miserable 
object  for  the  remainder  of  life.  Such  cases  are, 
however,  of  very  rare  occurrence. 

Labours  with  suppression  of  urine. — When  the 
infant's  head  presses  too  long  on  the  bladder,  or 
is  in  a  wrong  position,  there  will  be  suppression 
of  urine,    and  the   catheter  must  be  employed. 
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The  bladder  has  burst  in  such  cases,  and  death 
speedily  followed. 

Introduction  of  the  catheter. — The  orifice  of 
the  urethra  is  placed  about  an  inch  below  the, cli- 
toris, and  under  the  arch  of  the  pubes.  The  labia 
are  to  be  separated  with  the  fore  and  middle  fin- 
ger of  the  left  hand,  and  the  former  is  then  passed 
along  the  pubes,  and  a  little  below  it,  when  a 
small  depression  will  be  felt,  which  is  the  orifice 
of  the  urethra.  The  catheter,  dipped  in  oil,  is 
now  introduced  with  the  right  hand.  It  is  to  be 
recollected  that  the  urethra  runs  along  the  pubic 
joint.  If  the  finger  be  introduced  into  the  va- 
gina, and  drawn  along  the  pubic  joint,  the  urethra 
is  re^Ldily  distinguished,  and  its  orifice  easily  de- 
tected. There  is  no  necessity  of  exposing  the 
patient  in  performing  catheterism.  The  operation 
may  be  required  for  several  days  after  delivery. 
The  urethra  is  sometimes  discovered  with  difii- 
culty  when  inflamed  and  enlarged. 

Labours  with  scirrhous  uteri,  sometimes  re- 
quire incision. 

Labours  with  fibrous,  sarcomatous,  polypous, 
and  other  tumours,  are  treated  by  allowing  the 
descent  of  the  head  to  lacerate  them,  or  by  ex- 
cision. (See  my  Manual  of  Obstetricy,  1831,  3d  ed.) 

Labours  with  imperforation  of  the  vagina,  by 
the  hymen,  a  band,  or  membranes,  may  require 
incision. 
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Labours  per  rectum. — Dupuytren  and  others 
have  described  the  passage  of  a  full  grown  infant 
through  the  rectum.  In  some  cases  the  vagina 
opens  into  the  rectum,  either  by  a  congenital  or 
accidental  aperture. 

Labours  with  asthma^  hydro-thorax^  ascites^ 
ovarian,  and  other  tumours  in  the  abdomen. — In 
these  cases  delivery  must  sometimes  be  accom- 
plished in  a  sitting  posture  or  on  the  knees.  The 
respiration  becomes  so  laborious  and  difficult  that 
asphyxia  may  be  suddenly  produced.  In  such 
cases  delivery  ought  to  be  induced  as  soon  as 
possible  by  puncturing  the  membranes.  When 
the  liquor  amnii  is  evacuated,  the  size  Of  the  ab- 
domen is  very  much  diminished,  and  the  respira- 
tion is  greatly  relieved.  It  is  still  more  improved 
after  the  birth  of  the  infant.  When  impeded, 
venesection  is  imperiously  required.     M.  R.] 
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PLATE  I. 


Fig.  1 ,  represents,  in  a  front  view,  the  hones  of  a  well 
formed  pelvis, 

A.  The  five  vertebrae  of  the  loins  *. 

B.  The  OS  sacrum, 
c.  The  OS  coccygis. 

D.  D.  The  OS  ilium. 

E.  E.  The  OS  ischium. 

F.  The  OS  pubis. 

G.  The  foramina  magna. 
H.  H.  The  acetabula. 

1. 1. 1. 1. 1. 1.   The  brim  of  the  pelvis,  or  that  circum- 
|t  ference   of  its  cavity,  which   is   de- 

scribed at  the  sides  by  the  inferior 
parts  of  the  os  ilium,  and  at  the  back 
and  fore  parts  by  the  superior  parts  of 
the  OS  pubis  and  sacrum. 

In  this  Table,  besides   the   general  structure  and 
figure  of  the  several  bones,  the  dimensions  of  the  brim 

*  [The  four  bones  from  a.  to  1. 1.  have  no  relation  to  partu> 
rition,  and  are  therefore  excluded  in  Fig.  2.  Plate  I.     M.  R.] 
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of  the  pelvis,  and  the  distance  between  the  under  part 
of  the  OS  ischium,  are  particularly  to  be  attended  to ; 
from  which  it  will  appear  that  the  cavity  of  the  brim 
is  commonly  wider  from  side  to  side  than  from  the 
back  to  the  fore  part,  but  that  the  sides  below  are  in 
the  contrary  proportion.  The  reader,  however,  ought 
not  to  conclude  from  this,  that  every  pelvis  is  similar 
in  figure  and  dimensions,  since  even  well  formed  ones 
differ  in  some  degree  from  each  other.  In  general,  the 
brim  of  the  pelvis  measures  about  five  inches  and  a 
quarter  from  side  to  side,  and  four  inches  and  a  quar- 
ter from  the  back  to  the  fore  part;  there  being  like- 
wise the  same  distance  between  the  inferior  parts  of 
the  OS  ischium.  All  these  measures,  however,  must 
be  understood  as  taken  from  the  skeleton  ;  for,  in  the 
subject,  the  cavity  of  the  pelvis  is  considerably  di- 
minished by  its  teguments  and  contents.  Correspond- 
ent also  to  this  diminution,  the  usual  dimensions  of  the 
head  of  the  full-grown  foetus  are  but  three  inches  and 
a  half  from  ear  to  ear,  and  four  inches  and  a  quarter 
from  the  fore  to  the  hind  head.     (See  p.  2.) 
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[Fig.  2,  represents  the  diameters  of  the  brim  of  the  pehis. 

A.  A,  The  oblique  or  long  diameter  of  the  brim 

of  the  pelvis. 

B.  B.  The  bis-iliac  or  transverse  diameter  of  the 

brim  of  the  pelvis, 
c.  c.  The  antero-posterior,  sacro-pubic,  conju- 
gate, or  short  diameter  of  the  brim  of 
the  pelvis. 
The  description  of  the  transverse  diameter  of  the 
brim  of  the  pelvis  is  given  at  p.  3. 

The  admeasurements  of  the  diameters  of  the  brim 
of  the  pelvis  are  stated  in  the  description  of  Plate  I., 
but  they  vary  in  different  women.  They  may  be 
greater  or  smaller,  but  are  described  in  well  formed 
women  of  moderate  stature. 
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Fig.  3. 

A.  A.  The  coccy-pubic,  antero-posterior,  or  long 

diameter  of  the  outlet  of  the  pelvis. 

B.  B.  The  bis-ischiatic,  transverse,  or  short  dia- 

meter of  the  outlet  of  the  pelvis. 
These  diameters  are  imperfectly  described  in  p.  3, 
which  refers  to  Plate  I. 
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Fig.  4. 

A.  A.  Axis  of  the  brim  of  the  pelvis. 

B.  B.  Axis  of  the  outlet  of  the  pelvis. 

c.  c.  c.  The  curved  line  on  vphich  the  head  de- 
scends through  the  cavity  and  outlet  of 
the  pelvis,  and  on  which  the  head  is  ex- 
tracted with  the  forceps  or  lever,  or  by 
the  operation  of  version  or  turning. 

J 
It  is  Impossible  for  any  individual  to  be  a  good  ob- 

stetric^n  who  does  not  fully  understand  the  diameters 

and  gjites  of  the  brim  and  outlet  of  the  pelvis.     (See 

p.  3.)     M.  R.] 
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PLATE  11. 

Represents  the  uterus  in  the  eighth  or  ninth  month  of 
pregnancy, 

A.  The  uterus,  as  stretched  to  near  its  full 
extent,  with  the  waters  (liquor  amnii), 
and  containing  the  foetus  entangled  in 
the  funis  (navel  cord),  the  head  present- 
ing at  the  upper  part  of  the  pelvis.    '• 

B.  B.  The  superior  part  of  the  os  ilium. 

c.  c.  The  acetabula. 

D.  D.  The  remaining  posterior  parts  of  the  os 
ischium. 

E.  The  coccyx. 

F.  The  inferior  part  of  the  rectum. 
.o.G:.G.  The  vagina  stretched  on  each  side. 

H.  The  OS  uteri,  the  neck  of  the  womb  being 
stretched  to  its  fuU  extent,  or  entirely 
obliterated. 
1. 1.  Part  of  the  vesica  urinaria  or  bladder.  , 
K.  K.  The  placenta,  or  after-birth,  at  the  supe- 
rior and  posterior  part  of  the  uterus. 
L.  L.  The  membranes. 
M.  The  funis  umbilicalis,  or  navel  cord. 
This  plate  shews  in  what  manner  the  uterus  stretches, 
and  how  its  neck  grows  shorter,  in  the  different  pe- 
riods of  pregnancy. 

Notwithstanding  it  has  been  handed  down  as  an  in- 
variable truth,  from  the  earliest  accounts  of  obstetricy 
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to  the  present  time,  that  when  the  head  of  the  foetus 
presented,  the  face  was  turned  to  the  posterior  part  of 
the  pelvis  ;  yet  from  Sir  Fielding  Quid's  observation, 
as  well  as  from  some  late  dissections  of  the  gravid 
uterus,  and  what  I  myself  have  observed  in  practice, 
I  am  led  to  believe,  that  the  head  presents  for  the  most 
part  at  the  brim  of  the  pelvis,  as  is  here  delineated, 
with  one  ear  to  the  pubes  and  the  other  to  the  os  sa- 
crum ;  though  sometimes  this  may  vary,  according  to 
the  form  of  the  head,  as  well  as  that  of  the  pelvis. 

[All  modern  obstetricians  are  of  this  opinion,  and  it 
was  first  delivered  by  Sir  Fielding  Ould,  physician  to 
the  Dublin  Lying-in  Hospital.     M.  R.] 
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PLATE  III. 

Gives  a  front  view  of  twins  in  utero  in  the  beginning  of 
labour ;  the  anterior  .parts  being  removed. 

A.  The  uterus  as  stretched  with  the  mem- 
branes and  waters. 
B.  B.  The  superior  part  of  the  os  ilium, 
c.c.  The  ace  tabula*. 
D.  D.  The  OS  ischium. 
E.  The  coccyx. 
F.  F.  F.  The  lower  part  of  the  rectum. 
G.  G.  The  vagina. 
H.  The  OS  internum  stretched  open,  about  a 
finger's  breadth,   with   the   membranes 
and  waters  in  the  time  of  labour-pains. 
1. 1.  The  inferior  part  of  the  uterus  stretched 
with    the  waters  which   are   below   the 
head  of  the  child  that  presents. 
K.  K.  The  two  placentae  adhering  to  the  poste- 
rior part  of  the  uterus,  the  two  foetuses 
lying  before  them ;  one  with  its  head  in 
a  proper  position,  at  the  inferior  part  of 
the  uterus  ;  and  the  other  situated  pre- 
ternaturally,  with  the  head  to  the  fundus ; 
the  bodies  of  each  are  here  entangled  in 
their  proper  fxmis,  which  frequently  hap- 

*  [The  bones  of  the  pubes  are  removed  for  the  purpose  of  de- 
lineating the  neck  and  orifice  of  the  womb,  the  vagina,  and  rec- 
tum during  the  commencement  of  labour.     M.  R.] 
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pens  in  the  natural  as  well  as  preterna- 
tural positions. 
L.  L.  L.  The  membranes  belonging  to  each  pla- 
centa. 
This  representation  of  twins  1  have  placed  here,  in 
order  to  shew  the  os  uteri  grown  much  thinner  than  in 
the  former  figure,  a  little  open,  and  stretched  by  the 
waters  and  membranes,  which  are  pushed  down  before 
the  head  of  one  of  the  foetuses  during  the  commence- 
ment of  the. first  stage  of  parturition. 
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PLATE  IV. 

Exhibits  another  front  view  of  the  gravid  uterus  in  the 
beginning  of  labour;  the  anterior  parts  being  re- 
moved, as  in  the  former  plate  ;  but  in  this  the  mem- 
branes, not  being  broken,  form  a  large  bag,  contain- 
ing the  waters  and  foetus. 

A.  The  substance  of  the  uterus. 

fe.B.c.  c.D.D.  The  bones  of  the  pelvis*. 

E.  The  coccyx. 

F.  The  inferior  part  of  the  rectum. 
G.  G.  G.  G.  The  vagina. 

H.  H.  The  mouth  of  the  womb  largely  dilated 
in  time  of  a  pain ;  with  i.  the  mem- 
branes and  waters.  This  circumstance 
makes  it  usually  certain  that  labour  is 
begun ;  whereas,  from  the  degree  of 
dilatation  represented  in  the  former 
plate,  there  is  little  to  be  ascertained, 
unless  the  pains  are  regular  and  strong, 
the  OS  uteri  being  often  found  more  open 
several  days,  and  even  weeks,  before 
labour  commences. 
K.  The  chorion. 

L.  The  same  dissected  off  at  the  inferior 
part  of  the  uterus,  in  order  to  shew  the 
head  of  the  foetus  through  the  amnion. 
N.B.  This  hint  is  taken  from  one  of  Dr. 
Albinus's  tables  of  the  gravid  uterus. 
M.  The  placenta;  the  external  convex  sur- 

•  See  Plates  I.  and  Figs.  2,  3,  4. 
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face  of  which,  divided  into  a  number  of 
lobes,  is  here  represented,  its  concave 
internal  parts  being  covered  by  the  cho- 


The  placenta  has  been  found  adhering  to  all  the  dif- 
ferent parts  of  the  internal  surface  of  the  uterus,  and 
sometimes  even  over  the  inside  of  the  os  uteri  ;  this  last 
manner  of  adhesion,  however,  always  occasions  flood- 
ings  as  soon  as  the  neck  begins  to  dilate.   (See  p.  164.) 

See  a  valuable  essay  on  Uterine  Hemorrhage  in  ad- 
vanced gestation,  by  Dr.  Rigby,  third  edition,  London, 
1784  ;  in  which  the  distinction  between  those  floodings 
that  require  immediate  delivery,  and  those  which  may 
be  expected  to  yield  to  a  more  simple  treatment,  is 
properly  ascertained.  [See  also  the  works  of  M.  Bau- 
delocque,  and  Mr.  Ingleby  on  Uterine  Hemorrhage, 
1833,  and  the  text,  p.  164,  &c.] 

Plate  IV.  shews  the  internal  surface  of  the  placenta 
towards  the  uterus,  with  the  vessels  composing  its 
substance  proceeding  from  the  funis  or  navel  cord, 
which  is  inserted  in  different  placentae,  into  all  the  dif- 
ferent parts  of  the  same,  as  well  as  in  the  middle. 
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PLATE  V. 

Shews  (in  a  lateral  view  and  longitudinal  division  of  the 
parts)  the  gravid  uterus  when  labour  is  somewhat  ad- 
vanced. 

A.  The  lowest  vertebra  of  the  back. 

B.  The    scrobiculus  cordis  (pit  of  the  sto- 

mach) ;  the  "distance  from  which  to  the 
last  mentioned  vertebra  is  here  shewn 
by  a  dotted  line ;  as  also  part  of  the 
region  below  the  diaphragm, 
c.  c.  The  usual  thickness  and  figure  of  the 
uterus  when  extended  with  the  waters  at 
the  latter  end  of  pregnancy. 
D.  The  same  contracted  and  grown  thicker 
after  the  waters  are  evacuated. 

E.  E.  The  figure  of  the  uterus  when  pendulous. 

In  this  case,  if  the  membranes  break 
when  the  patient  is  in  an  erect  position, 
the  head  of  the  foetus  runs  a  risk  of 
sliding  over  and  above  the.  os  pubis, 
whence  the  shoulders  will  be  pushed 
into  the  pelvis. 

F.  F.  The  figure  of  the  uterus,  when  stretched 

higher  than  usual,  which  generally  occa- 
sions vomitings  and  difficulty  of  breath- 
ing. Consult  on  this  subject  M.  Levret, 
sur  le  Mechanisme  de  Differentes  Gross- 
esses. 
G.  The  OS  pubis  of  the  left  side. 
•  H.  H.  The  OS  internum,  or  orifice  of  the  womb, 
dilated. 
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I.  The  vagina. 
K.  The  left  nympha. 
L.  The  labium  pudendi  of  the  same  side, 
M.  The  remaining  portion  of  the  bladder. 
N.  The  anus, 
o.  p.  The  left  hip  and  thigh. 

In  this  period  of  labour,  the  os  uteri  being  more 
and  more  stretched  by  the  membranes  pushing  down, 
and  beginning  to  extend  to  the  vagina  *,  a  great  quan- 
tity of  waters  is  forced  down  at  the  same  time,  and  (if 
the  membranes  break)  is  discharged ;  whence  the 
uterus  contracts  itself  nearer  to  the  body  of  the  foetus, 
which  is  here  represented  in  a  natural  position,  with 
the  vertex  resting  at  the  superior  part  of  the  os  pubis, 
and  the  forehead  towards  the  right  os  ilium.  As  soon 
as  the  uterus  is  in  contact  with  the  body  of  the  fcetus, 
the  head  of  the  same  is  forced  backward  towards  the 
os  sacrum  from  the  line  of  the  abdomen  b.  g  into  that 
of  the  pelvis,  viz.  from  the  uppermost  F.  to  near  the 
end  of  the  coccyx,  and  is  gradually  pushed  lower,  as 
in  the  folloAving  plate. 

*  [See  Plate  VI.,  g.g.  h.  i.  i.,  and  Plate  VII.,  g.  g.  h.  h. 

and  I.] 
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PLATE  VI. 
Shews  the  natural  position  of  the  head  of  the  foetus 
when  sunjc  down  into  the  cavity  of  the  pelvis  after  the 
OS  internum  (or  orifice  of  the  womb)  is  fully  opened ; 
a  large  quantity  of  the  waters  being  protruded  with 
the  membranes  through  the  os  externum  (genital  fis- 
sure), but  prevented  from  being  all  discharged,  by 
the  head  filling  up  the  vagina. 

A.  The  uterus  a  little  contracted  and  thicker, 

from  some  of  the   waters   being   sunk 
down  before  the  infant,  or  discharged. 

B.  The  superior  parts  of  the  os  ilium, 
c.  The  inferior  part  of  the  rectum. 

D.  D.  The   vagina   largely   stretched   with    the 

head  of  the  foetus. 

E.  E.  The  OS  internum,  or  orifice  of  the  womb, 

fully  dilated. 
F.  A  portion  of  the  placenta. 
G.  G.  The  membranes. 
H.  H.  The  ligamenta  lata. 
1. 1.  The  ligamenta  rotunda.     Both  these  last 
stretched  upwards  with  the  uterus. 

The  vertex,  or  crown  of  the  head,  of  the  infant, 
being  now  down  at  the  inferior  part  of  the  right  os 
ischium,  and  the  wide  part  of  the  head  at  the  narrow 
and  inferior  part  of  the  pelvis,  or  long  diameter  of  the 
head  to  the  short  of  the  pelvis  (see  p.  4.),  the  fore- 
head, by  the  force  of  the  pains,  is  gradually  moved 
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backwards  ;  and,  as  it  advances  lower,  the  vertex  and 
occiput  turn  out  below  the  pubes,  as  in  the  next  plate. 
Hence  may  be  learned  of  what  consequence  it  is  to  know, 
that  it  is  wider  from  side  to  side  at  the  brim  of  the 
pelvis,  than  from  the  back  to  the  fore  part ;  and  that 
it  is  wider  from  the  fore  to  the  hind  head  of  the  child, 
than  from  ear  to  ear.  (See  pp.  7 — 11.)  [This  is  a 
wise  provision  of  nature,  for  had  the  diameters  or 
openings  of  the  brim  and  outlet  of  the  pelvis  been  in 
the  same  direction,  few  women  could  arrive  at  the  end 
of  pregnancy  without  premature  labour.    M.  R.] 
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PLATE  VII. 

Shews  the  forehead  of  the  foetus  turned  (in  its  progres- 
sion dorvnrvards,  from  its  position  in  the  former  plate) 
backwards  to  the  os  sacrum,  and  the  occiput  below  the 
pubes ;  by  which  means  the  narrow  part  of  the  head  is 
to  the  narrow  part  of  the  pelvis,  that  is,  between  the 
inferior  parts  of  the  os  ischium.     Hence  it  may  be  ob- 
served, that,  though  the  distance  between  the  inferior 
parts  of  the  last  mentioned  bones  is  much  the  same  as 
between  the  coccyx  and  pubes ;  yet,  as  the  cavity  of  the 
pelvis  is  much  shallower  at  the  anterior  than  lateral 
part,  the  occiput  of  the  foetus,  when  corns  down  to  the 
inferior  part  of  either  os  ischium,  turns  out  below  the 
pubes.      (See  Plate  I.,  Fig.  4.,   d.)       This   answers 
the  same  end  as  if  the  pelvis  itself  had  been  wider  from 
the  posterior  part  than  from  side  to  side  ;  the  head 
likewise  enlarging  the  cavity  by  forcing  back  the  coc- 
cyx, and  pushing  out  the  external  parts  in  form  of  a 
large  tumour. 

A.  The  uterus  contracted  closely  to  the  foetus 
after  the  waters  are  evacuated. 
B.  c.  D.  The  vertebrae  of  the  loins,  or  sacrum,  and 
coccyx. 

E.  The  anus. 

F.  The  left  hip. 

G.  The  perineum. 

H.  The  OS  externum  (external  genital  aper- 
ture) beginning  to  dilate. 
I.  The  OS  pubis  of  the  left  side. 
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K.  The  remaining  portion  of  the  bladder. 
L.  L.  L.  The  posterior  part  of  the  os  uteri. 

N.B.  Although  for  the  most  part,  at  or  before  this 
period,  the  waters  are  evacuated,  yet  it  often  happens 
that  more  or  less  will  be  retained,  and  not  all  dis- 
charged, till  after  the  delivery  of  the  infant,  occa- 
sioned from  the  presenting  part  of  the  foetus  coming 
into  close  contact  with  the  lower  or  under  part  of  the 
uterus,  which  fills  up  the  os  externum,  immediately  or 
soon  after  the  membranes  break. 


L  2 
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PLATE  VIII. 

Shews  in  what  manner  the  head  of  th^  foetus  is  extracted 
with  the  forceps,  as  artificial  hands,  when  it  is  neces- 
sary to  assist  with  the  same  for  the  safety  of  either 
mother  or  infant. 

A.  A.  B.  c.  The  vertebrae  of  the  loins,  os  sacrum,  and 
coccyx. 

D.  The  OS  pubis  of  the  left  side. 

E.  The  remaining  part  of  the  bladder. 

F.  The  intestinum  rectum. 
G.  G.  6.  The  uterus. 

H.  The  mons  veneris. 
I,  The  left  nympha. 
K.  The  corpus  cavemosum  clitoridis. 
X.  The  meatus  urinarius. 
K.  The  left  labium  pudendi. 
L.  The  anus. 
N.  The  perineum. 
Q.  p.  The  left  hip  and  thigh. 
R.  The  skin  and  muscular  part  of  the  loins. 

The  patient  in  this  case  may  be  placed,  as  in  this 
Plate,  on  her  side,  with  her  breech  a  little  over  the 
side  or  foot  of  the  bed,  her  knees  being  likewise  drawn 
up  to  her  abdomen,  and  a  pillow  placed  between 
them,  care  being  taken,  at  the  same  time,  that  the 
parts  are,  by  a  proper  covering,  defended  from  the 
external  air.  If  the  hairy  scalp  of  the  foetus  is  so 
swelled,  that  the  situation  of  the  head  cannot  be  dis- 
tinguished by  the  sutures,  as  in  Plate  V. ;  or,  if  by 
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introducing  a  finger  between  the  head  of  the  child  and 
the  pubesj  or  groins,  the  ear  or  back  part  of  the  neck 
cannot  be  felt,  the  os  externum  must  be  gradually  di- 
lated in  the  time  of  the  pains  with  the  operator's  fin- 
gers, (previously  lubricated  with  hog's  lard  or  poma- 
tum,) till  the  whole  hand  can  be  introduced  into  the 
vagina,  and  slipped  up,  in  a  flattened  form,  between 
the  posterior  part  of  the  pelvis  and  infant's  head. 
This  last  is  then  to  be  raised  up  as  high  as  possible, 
to  allow  room  for  the  fingers  to  reach  the  ear  and 
posterior  part  of  the  neck.  When  the  position  of  the 
head  is  known,  the  operator  must  withdraw  his  hand, 
and  wait  to  see  if  the  stretching  of  the  parts  will  renew 
or  increase  the  labour-pains,  and  allow  more  space  for 
the  advancement  of  the  head  in  the  pelvis.  If  this, 
however,  proves  of  no  effect,  two  fingers  are  to  be  re- 
introduced as  before,  and  one  of  the  blades  of  the 
forceps,  after  it  has  been  dipped  in  warm  water  to 
raise  its  temperature  to  that  of  the  human  body,  and 
lubricated  with  lard,  is  then  to  be  passed  along  the 
inside  of  the  palm  of  the  hand  or  fingers,  and  applied 
to  the  left  ear  of  the  infant,  as  represented  in  the  Plate. 
But,  if  the  pelvis  is  distorted,  and  projects  forward 
at  the  superior  part  of  the  os  sacrum,  and  the  fore- 
head therefore  cannot  be  moved  a  little  backwards,  in 
order  to  turn  the  ear  from  that  part  of  the  pelvis 
which  prevents  the  end  of  the  forceps  to  pass  the 
same ;  in  that  case,  I  say,  the  blade  must  be  intro- 
duced along  the  posterior  part  of  the  ear  at  the  side 
of  the  distorted  bone.  The  fingers  which  were  intro- 
duced are  then  to  be  withdrawn,  and  the  handle  of  the 
introduced  blade  held  as  far  back  as  the  perineum 
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will  allow,  whilst  the  fingers  of  the  other  hand  are  in- 
troduced to  the  OS  uteri,  at  the  pubes  or  right  groin, 
and  the  other  blade  placed  exactly  opposite  to  the 
former.  This  done,  the  handles  being  taken  hold  of 
and  joined  together,  or  locked,  the  head  is  to  be  gra- 
dually drawn  lower  and  lower  every  pain,  till  the 
vertex,  as  in  this  Plate,  is  brought  down  to  the  inferior 
part  of  the  left  ischium,  or  below  the  same.  The 
wide  part  of  the  head  being  now  advanced  to  the 
narrow  part  of  the  pelvis  betwixt  the  tuberosities  of 
the  ossa  ischia,  it  is  to  be  turned  from  the  left  ischium, 
out  below  the  pubes,  and  the  forehead  backwards  to 
the  concave  part  of  the  os  sacrum  and  coccyx,  and 
afterwards  the  head  brought  along  the  curved  line 
formed  by  the  axes  of  the  brim,  cavity,  and  outlet  of 
the  pelvis,  (see  Plate  I.,  d..  Fig.  4,  and  p.  12,)  and 
delivered,  as  in  Plate  IX.  But,  if  it  is  found  that  the 
delivery  will  require  a  considerable  degree  of  force, 
from  the  head  being  large,  or  the  pelvis  narrow,  the 
handles  of  the  forceps  are  to  be  tied  together  with  a 
fillet,  as  represented  in  this  Table,  to  prevent  their 
position  being  changed,  whilst  the  woman  is  turned 
on  her  back,  which  is  then  more  convenient  for  de- 
livering the  head  than  when  lying  on  the  side,  (see 
pp.  27  to  38,)  and  the  traction  made  towards  the  pubes 
and  abdomen  of  the  woman. 

N.B. — When  the  head  is  wedged  in  the  pelvis,  and 
the  basis  not  yet  protruded  below  the  brim,  the  for- 
ceps can  neither  be  employed  with  advantage  nor 
"Safety ;  and  to  attempt  the  mechanical  turns  recoiri' 
mended  here  would  be  difficult  and  hazardous. 

This  Plate  shews  that  the  handles  of  the  forceps 


PLATE    VIII.  223 

ought  to  be  held  as  far  back  as  the  os  externum  will 
allow,  that  the  blades  may  be  in  an  imaginary  line 
between  that  and  the  middle  space  between  the  um- 
bilicus and  the  scrobiculus  cordis.  The  forceps  is 
now  in  the  axis  of  the  cavity  of  the  pelvis,  and  so 
soon  as  the  head  is  brought  down  to  the  outlet,  the 
handles  of  the  forceps  ought  to  be  in  the  axis  of  the 
outlet.  (See  Plate  I.,  d..  Fig.  4,  and  Plate  X.)  When 
the  forceps  is  applied  along  the  ears  and  sides  of  the 
head,  its  blades  are  nearer  to  one  another,  have  a 
better  hold,  and  cause  a  less  mark  by  compression 
than  when  over  the  occipital  and  frontal  bones.  (See 
p.  79.) 
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PLATE  IX. 

In  this,  the  os  externum  is  open,  the  occiput  comes  low 
down  under  the  puhes,  and  the  forehead  has  passed  the 
coccyx,  by  which  both  the  anus  and  perineum  are 
stretched  out  in  form-qf  a  large  tumour. 
When  the  head  is  so  far  advanced,  the  operator 
ought  to  extract  with  great  caution,  lest  the  soft  parts 
should  be  torn.  If  the  labour-pains  are  sufficient,  the 
forehead  may  be  raised,  and  assisted  along,  in  a  slow 
manner,  by  pressing  against  it  with  the  fingers  on 
the  external  parts  below  the  coccyx  ;  at  the  same  time, 
the  forceps  being  taken  off,  the  head  may  be  allowed 
to  stretch  the  os  externum  more  and  more,  in  a  gra- 
dual manner,  from  the  force  of  the  labour-pains,  as 
well  as  assistance  of  the  fingers.  But,  if  the  former 
are  weak  and  insufficient,  the  assistance  of  the  forceps 
must  be  continued.  (Vide  the  description  of  the  parts 
in  Plate  VIII.)  s.  t.,  in  this  plate,  represent  the  left 
side  of  the  os  uteri.  The  dotted  lines  demonstrate 
the  sitution  of  the  bones  of  the  pelvis  on  the  right 
side,  and  may  serve  as  an  example  for  all  the  lateral 
views  of  the  same. 

A.  B.  c.  h.  The  outlines  of  the  os  ilium. 
D.  E.  F.  The  same  of  the  pubes  and  ischium. 
[N.B. — The  blades  of  the  forceps  in  this  Plate  are 
Smellie's,  but  the  modern  ones  are  curved,  so  that 
their  convexities  may  face  the  concavity  of  the  sacrum. 
(Seep.  80.)    M.  R.] 
T.  i.  i.  k.  The  acetabulum. 

M.  N.  The  foramen  magnum. 
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L.  M.  The  anus. 
M.  N.  The  perineum. 
N.  D.  The  genital  aperture. 

o.  Common  integuments  of  the  abdomen. 

p.  The  left  thigh. 

Q.  The  short  forceps. 

11.  The  skin  and  loins. 
F.  s.  The  cavity  of  the  sacrum. 
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PLATE  X. 

In  the  same  section  of  the  parts,  hut  with  a  view  of  the 
right  side,  shervs  the  head  of  the  foetus  in  the  contrary 
position  to  the  last  three  figures,  the  vertex  being  here 
in  the  concavity  of  the  sacrum,  and  the  forehead  turned 
to  the  puhes. 

A.  B.  The  vertebrae  of  the  loins,  os  sacrum,  and 
coccygis. 

c.  The  OS  pubis  of  the  right  side. 

D.  The  anus. 
E.  E.  The  OS  externum  before  its  dilatation. 

F.  The  nympha. 

G.  The  labium  pudendi  of  the  right  side. 
H.  Hip  and  thigh. 

1. 1.  The  uterus  contracted,  the  waters  being  all 
discharged. 

When  the  head  is  small  and  the  pelvis  large,  the 
parietal  bones  and  the  forehead  will,  in  this  case,  as 
they  are  forced  downwards  by  the  labour-pains,  gra- 
dually dilate  the  os  externum,  and  stretch  the  parts 
between  that  and  the  coccyx,  in  the  form  of  a  large 
tumour,  till  the  face  comes  down  below  the  pubes, 
when  the  head  will  be  -safely  delivered,  the  chin,  or 
occiput  descending  first.  But,  if  the  same  be  large, 
and  the  pelvis  narrow,  the  difficulty  will  be  greater, 
and  the  child  in  danger ;  as  in  the  following  Plate. 
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PLATE  XI. 


Shews,  in  a  lateral  view,  the  face  of  the  child  present- 
ing, and  forced  down  into  the  lower  part  of  the  pelvis, 
the  chin  being  below  the  pubes,  and  the  vertex  in  the 
concavity  of  the  os  sacrum  ;  the  waters  being  all  dis- 
charged, the  uterus  appears  closely  compressed  on  the 
body  of  the  child,  round  the  neck  of  which  is  one  cir- 
cumvolution of  the  funis  or  navel  cord. 

A.  B.  The  vertebrae   of  the  loins,   os   sacrum,  and 
coccygis. 
c.  The  OS  pubis  of  the  left  side. 

D.  The  inferior  part  of  the  rectum. 

E.  The  perineum. 

F.  The  left  labium  pudendi. 
G.  G.  G.  The  uterus. 

When  the  pelvis  is  large,  the  head,  if  small^  will 
descend  in  this  position,  and  the  child  may  be  saved ; 
for,  as  the  head  advances  lower,  the  face  and  forehead 
will  stretch  the  perineum  and  external  genital  aper- 
ture, in  form  of  a  large  tumour.  As  the  os  externum 
likewise  is  dilated,  the  face  will  be  forced  through  it, 
the  under  part  of  the  chin  will  rise  upwards  over  the 
anterior  part  of  the  pubes  ;  and  the  forehead,  vertex, 
and  occiput,  from  the  parts  below.  If  the  head,  how- 
ever, is  large,  it  will  be  detained,  either  when  higher 
or  in  this  position.  In  this  case,  if  the  position  cannot 
be  altered  to  the  natural,  the  infant  ought  to  be  turned, 
and  delivered  by  version  or  turning. 


228      EXPLANATION  OF  THE  PLATES. 


PLATE  XII. 

Shews,  in  a  front  view  of  the  parts,  the  foreliead  of  the 
fcetus  presenting  at  the  brim  of  the  pelvis,  the  face 
being  turned  to  one  side,  the  fontanelle  to  the  other, 
and  the  feet  and  breech  stretched  towards  the  fundus 
uteri. 

A.  A.  The  superior  part  of  the  os  ilium. 
B.  The  anus, 
c.  The  perineum. 

D.  The  OS  externum;  the  thickness  of  the  pos- 
terior part  before  it  is  stretched  with  the 
head  of  the  infant, 
E.  E.  E.  The  vagina. 

F.  The  OS  uteri  not  yet  fuDy  dilated. 
G.  G.  G.  The  uterus. 

H.  The  membrana  adiposa. 

If  the  face  is  not  forced  down,  the  head  will  some- 
times advance  in  this  manner  ;  in  which  case  the  ver- 
tex will  be  flattened,  and  the  forehead  raised  in  a 
conical  form ;  and  when  the  head  descends  to  the 
lower  part  of  the  pelvis,  the  face  or  occiput  will  be 
turned  from  the  side,  and  escape  under  the  pubes. 
But,  if  the  head  is  large,  and  cannot  be  delivered  by 
the  pains,  or  if  the  wrong  position  cannot  be  altered, 
the  child  must  be  delivered  with  the  forceps.  If  this 
should  fail,  recourse  must  be  had  to  embryulcia^  or 
craniotomy. 
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PLATE  XIII. 

Shews,  in  a  lateral  view,  of  the  right  side,  the  face  of  the 
foetus  presenting,  as  in  Plate  XL,  but  in  the  contrary 
position ;  that  is,  with  the  chin  to  the  os  sacrum,  and 
the  forehead  to  the  pubes,  the  waters  evacuated,  and 
the  uterus  contracted. 

A.  The  OS  externum  not  yet  begun  to  stretch. 

B.  The  anus. 

In  such  cases,  as  well  as  in  those  described  in  the 
last  Plate,  if  the  infant  is  small,  the  head  will  be 
pushed  lower  with  the  labour-pains,  and  gradually 
stretch  the  lower  part  of  the  vagina  and  the  external 
parts  ;  by  which  means  the  os  externum  will  be  more 
and  more  dilated,  till  the  vertex  comes  out  below  the 
pubes,  and  rises  up  towards  the  abdomen  ;  in  which 
case  the  delivery  is  then  the  same  as  in  natural  la- 
bours. But,  if  the  head  is  large,  it  will  pass  along 
with  great  difficulty,  whence  the  brain,  and  vessels  of 
the  neck,  will  be  so  much  compressed  and  obstructed, 
as  to  destroy  the  infant.  To  prevent  which,  if  called 
in  time,  before  the  head  is  far  advanced  in  the  pelvis, 
the  child  ought  to  be  turned,  or  extracted  by  the  feet. 
If  the  head,  however,  is  low  down,  and  cannot  be 
turned,  the  delivery  is  then  to  be  performed  with  the 
forceps,  either  by  bringing  along  the  head  as  it  pre- 
sents, and  depressing  the  occiput  under  the  arch  of  the 
pubes,  and  then  raising  the  handles  of  the  instrument 
towards  the  abdomen  of  the  mother.' 
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PLATE  XIV. 

Represents,  in  a  front  view  of  tJie  pelvis,  the  breech  of 
the  foetus  presenting,  and  dilating  the  os  internum, 
the  membranes  being  too  soon  broken.  The  fore-parts 
of  the  child  are  to  the  posterior  part  of  the  uterus  ; 
and  the  funis,  with  a  knot  upon  it,  surrounds  the  neck, 
arm,  and  body. 

Some  time  after  this  Plate  was  engraved,  Dr.  Kelly 
shewed  me  a  subject  he  had  opened,  where  the  breech 
presented,  and  the  child  lay  much  in  the  same  posi- 
tion, supposing  the  breech  turned  to  the  pelvis,  and 
the  head  up  to  the  fundus  uteri. 

I  have  sometimes  felt,  in  these  cases,  (when  labour 
was  begun,  and  before  the  breech  was  advanced  into 
the  pelvis,)  one  hip  at  the  sacrum,  the  "other  resting 
above  the  os  pubis,  and  the  genital  organs  to  one  side  ; 
but,  before  they  could  advance  lower,  the  nates  were 
turned  to  the  sides  and  wide  part  of  the  brim  of  the 
pelvis,  with  the  genital  organs  to  the  sacrum,  as  in  this 
Plate  ;  though  sometimes  to  the  pubes.  As  soon  as 
the  breech  advance^  to  the  lower  part  of  the  pelvis, 
the  hips  again  return  to  their  former  position,  viz., 
one  hip  is  expelled  under  the  os  pubis,  and  the  other 
at  the  back  parts  of  the  os  externum,  towards  the  os 
sacrum. 

In  this  case,  the  infant,  if  not  very  large,  or  the 
pelvis  narrow,  may  be  often  delivered  alive  by  the  la- 
bour-pains ;  but  if  long  detained  at  the  inferior  part 
of  the  pelvis,  the  long  pressure  on  the  funis  may  ob- 
struct the  circulation.     In   most  cases   in  which    the 
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breech  presents,  the  effect  of  the  labour-pains  ought 
to  be  waited  for,  till  at  least  they  have  fully  dilated 
the  OS  internum  and  vagina,  if  the  same  have  not 
been  expanded  before  by  the  waters  and  membranes. 
In  the  mean  time,  whilst  the  breech  advances,  the  os 
externum  may  be  dilated  gently  during  every  pain,  to 
allow  room  for  introducing  a  finger  or  two  of  each 
hand  to  the  outside  of  each  groin  of  the  foetus,  in 
order  to  assist  the  delivery  when  the  nates  are  ad- 
vanced to  the  lower  part  of  the  vagina.  But  if  the 
foetus  is  larger  than  usual,  or  the  pelvis  narrow,  and 
after  a  long  time  and  many  repeated  pains,  the  breech 
is  not  forced  (ipwn  into  the  pelvis,  the  patient's 
strength  at  the  saw©  time  failing,  the  operator  must, 
in  a  gradual  manner,  dilate  the  external  genital  aper- 
ture, and,  having  introduced  a  hand  into  the  vagina, 
raise  or  push  up  the  breech  of  the  foetus,  and  bring 
down  the  legs  and  thighs.  If  the  uterus  is  so  strongly 
contracted  that  the  legs  cannot  be  got  down,  the 
largest  end  of  the  blunt  hook  is  to  be  introduced. 
As  soon  as  the  breech  or  legs  are  brought  down,  the 
body  and  head  are  to  be  delivered,  there  being  no 
necessity  here  to  alter  the  position  of  the  infant's 
body. 

N.B. — The  use  of  tl^e  blupt  hook,  in  breech  cases, 
•is  a  hazardous  expedient ;  and  manual  assistance  of 
every  kind  should  be  avoided,  the  most  urgent  cases 
only  excepted. 

See  Dr.  Hamilton's  Outlines  of  Midwifery,  page 
370,  et  seq.     (See  p.  103.) 
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1.  DENMAN'S  MIDWIFERY,  with  Notes,  by  Dr. 

Waller. 
In  one  handsome  6vo  volume,  price  1 6*. ;  or  with  Dr.  Denman's  plates, 
11,  bs. ;  with  Smellie's  plates,  1/.  2s. 
An  Introduction  to  the  Practice  op  Midwifery,  by  the  late 
Thomas  Denman,  M.D.,  Licentiate  in  Midwifery  of  the  College  of  Phy- 
sicians, London,  and  Hon.  Member  of  the  Royal  Medical  Society  at  Edin- 
burgh. Seventh  edition,  with  Biographical  Sketch  of  the  Author.  With 
additional  Modern  Information  on  the  various  subjects  treated  of  in  the 
work,  and  a  Dissertation  on  the  Transfusion  of  Blood  in  the  more  dan- 
gerous varieties  of  Hemorrhage,  by  Charles  Waller,  M.D.,  Consulting 
Accoucheur  to  the  London  and  Southwark  Midwifery  Institution,  Lec- 
turer on  Midwifery  and  Diseases  of  Women  and  Children,  &c. 

2.  CASTLE'S  MANUAL  OF  SURGERY  ; 

Price  10s.  6d.  The  Third  Edition,  containing  many  additional  Notes 
from  the  Writings  of  other  distinguished  Surgeons. 
A  Manual  of  Surgery,  founded  upon  the  Principles  and  Practice 
lately  taught  by  Sir  Astley  Cooper,  Bart.,  F.R.S.,  Sergeant  Surgeon  to 
the  King,  Consulting  Surgeon  to  Guy's  Hospital ;  and  Joseph  Henry 
Green,  Esq.  F.R.S.,  F.G.S.,  Professor  of  Surgery  at  King's  Colle^'e, 
London  ;  one  of  the  Surgeons  of  St.  Thomas's  Hospital,  &c.  Edited  by 
Thomas  Castle,  M.D.,  F.L.S.,  Member  of  Trinity  College,  Cambridge, 
&c.,  &c. 

3.  BLUNDELL'S  PRINCIPLES  AND  PRACTICE 

OF  OBSTETRICY, 
In  one  very  large  volume,  8vo,  price  1/.  Is. 
The  Principles    and    Practice    op    Obstetricy,    as    at    present 
taught  by  James  Blundell,  M.D.,  Professor  of  Obstetricy  at   Guy's 
Hospital. 

in  five  parts: 
Part  1.  The  Anatomy  of  the  Female  System.  2.  The  Physiology  of 
the  Female  System.  3.  The  Signs  and  Diseases  of  Pregnancy.  4.  The 
Art  of  Delivery.  6.  The  After-management  of  the  Puerperal  State, 
the  Diseases  of  Puerperal  Women,  and  Strictures  on  the  Diseases  of 
Infants. 

To  which  are  added  Notes  and  Illustrations,  by  Thomas  Castle,  M.D., 
F.L.S.,  Member  of  Trinity  College,  Cambridge,  &c.,  &c. 

"  We  shall  merely  remark,  tliat  the  text  and  the  notes  form  a  mine  of 
gold — a  treasure  of  literature,  science,  and  practical  knowledge  for  the 
student,  which  it  would  be  suicidal  madness  in  him  to  neglect,  or  fail  to 
have  constantly  in  liis  possession  for  reference." 

Medico-ChirurgUal  Review,  Jan,  1835. 
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